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The Prescription Store... Since 1849 


is Vital in Filling 


As vital as any ingredient written 
down is the skill with which a pre- 
scription is filled. Your patients can 
bring your prescriptions here assured 
that they will be compounded accu- 
rately by a qualified registered - 


pharmacist — who uses only the 
highest quality drugs. Your patients 
get exactly what you order. 


BLANDING & BLANDING 


155 Westminster Street * PROVIDENCE * 9 Wayland Square 


EVERY SUNDAY...1:15 P. M....WEAN 
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In Estrogenic Therapy LE Ai AN E 


One of the important advantages of “Premarin” lies in the fact that it is exceptionally 
well tolerated. Although highly potent. “Premarin” rarely produces unpleasant side 
effects—a statement which finds ample corroboration in the extensive bibliography. In 
“Premarin” the physician will find a medium for estrogenic therapy which is noted 
for its therapeutic effectiveness. “Premarin” is derived exclusively from natural sources 
and its administration is usually followed by what is invariably described by the patient 
as a general feeling of well-being. 


ESSENTIALLY SAFE + HIGHLY POTENT + ORALLY ACTIVE 
NATURALLY OCCURRING + WATER SOLUBLE 
WELL TOLERATED * IMPARTS A FEELING OF WELL-BEING 


6s 
P conjugated estrogens (equine) 


Reg. U.S. Pat. Of 
TABLETS 


Available in 2 potencies. No. 866 (the YELLOW tablet), in bottles of 20, 100 and 1,000 tablets. 
No. 867 Half-Strength (the RED tablet). in bottles of 100 and 1,000 tablets. 


AYERST, McKENNA & HARRISON LTD., 22 East 40th Street, New York 16, N. V. 
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You'd think he was 70 


With his “fussy” appetite, intestinal upsets and restless sleep, you'd think 


he was 70 years instead of 7 weeks old. A change to ‘Dexin’ brand High 
Dextrin Carbohydrate formulas often helps restore a normal, healthy appe- 
tite, and sound, undisturbed sleep. The high dextrin content of ‘Dexin’ (1) 
diminishes intestinal fermentation and the tendency to colic and diarrhea, 
and (2) promotes the formation of soft, flocculent, easily digested curds. 

‘Dexin’ provides formulas that are well taken and retained. Palatable 
and not too sweet, ‘Dexin’ is soluble in hot or cold milk or other bland 


foods. ‘Dexin’ does make a difference. ‘Dexin’ Reg. Trademark 


Composition—Dextrins 75% ¢ Maltose 24% « Mineral Ash 0.25% » Moisture 
0.75% © Available carbohydrate 99% ¢ 115 calories per ounce ¢ 6 level packed 
tablespoonfuls equal 1 ounce ¢ Containers of twelve ounces and three pounds ¢ 
Accepted by the Council on Foods and Nutrition, American Medical Association. 


Literature on request 
at BURROUGHS WELLCOME «& CO. (U.S.A.) INC., 9 & 11 East 41st St, New York 17, N. Y. 
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of Safety 


RADAR, sending out powerful, high 
frequency waves, receives and 
times the echo sent back’ by any 
object in their path... identifying the 
direction, distance, height and shape 
of the obstacle... thus allowing 
an ample margin of safety in time 
to take precautionary meas- 
ures to prevent disaster. 


As a precautionary measure in treating unusual cases of vitamin 
deficiency, the SUPER POTENCY of VI-TEENS supplies that extra margin of safety 
beyond minimum adult needs. Containing seven vitamins, each 
with a specific task to perform, it takes only two VI-TEENS tablets daily 


to supply the following amounts: 


Vitamin B: (Thiamin HCL) (2666 U.S.P. Units) . 8 Milligrams 
Vitamin B: (G) (Riboflavin) . . 4Milligrams 
Niacinamide (Nicotinamide) .... . . . 30 Milligrams 
Pyridoxine (Bs) . 2 Milligrams 
Vitamin C (1500 USP. Units) . . « « 1% Milligrams 


Vi-teens Super Potency vitamin tablets are especially recom- 
mended in cases of avitaminosis where an unusually high dosage 
of additional multiple vitamin intake, particularly with refer- 
ence to thiamin, riboflavin, and pyridoxine, is indicated. Regular 
size package on request. 


LANTEEN MEDICAL LABORATORIES, Inc. . . . CHICAGO 10 


COPYRIGHT 1945. — MEDICAL LABORATORIES, INC. 
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@ Therapeutically and chemically, 
Ertron differs from any other drug 
used today in the treatment of chronic 
arthritis. 
@ 10 years of intensive clinical re- 
search has established the efficacy of 
Ertron in the management of arthritis. 
@ 5 years of laboratory research has 
produced definite evidence that 
Ertron is chemically different. 
Simply stated, Ertron is electrical- 
ly activated vaporized ergosterol pre- 
pared by the Whittier Process. 
Ertron contains a number of hither- 
to unrecognized factors which are 
members of the steroid group. The 
isolation and identification of these 


substances in pure chemical form fur- 


ther establishes the chemical as well as 
the therapeutic uniqueness of Ertron. 

Each capsule of Ertron contains 5 
mg. of activation-products having a 
potency of not less than 50,000 U.S.P. 
Units of vitamin D. 

To Ertronize the arthritic patient, 
employ Ertron in adequate daily dos- 
age over a sufficiently long period to 
produce beneficial results. 

The usual procedure is to start 
with 2 or 3 capsules daily, increasing 
the dosage by 1 capsule a day every 
three days until 6 capsules a day are 
given. Maintain medication until 
maximum improvement occurs. A 
glass of milk, three times daily fol- 


lowing medication, is advised. 


Supplied in bottles of 50, 100 and 500 capsules. 
Parenteral for supplementary intramuscular injection. 


Ertron is the registered trade-mark of Nutrition Research Laboratories 
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‘“Ercorrate’ (Ergonovine Maleate, U.S.P., Lilly), 
when injected intravenously, assures quick 
contraction of the postpartum uterus and tight 
compression of blood vessels at the placental site. 
‘Ergotrate’ minimizes blood loss at delivery, protects 
against postpartum hemorrhage, lessens the 
possibility of postpartum infection. Also available 
in tablets for oral administration. 


ELI LILLY AND COMPANY « Indianapolis 6, Indiana, U.S.A. 
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Uncertainty eliminated 


The element of uncertainty is eliminated when liver extracts bearing the 
Lilly Label are properly employed in the treatment of pernicious anemia. 
Both Liver Extract Solution, Crude, Lilly, and Liver Extract Solution, 
Purified, Lilly, are standardized on patients with pernicious anemia in 
relapse and will produce a standard reticulocyte response when the 
recommended dosage is administered. 

Liver Extract Solution, Crude, Lilly, is available in 1 U.S.P. unit per 
cc. and 2 U.S.P. units per cc. strengths. Liver Extract Solution, Purified, 
Lilly, is available in 15 U.S.P. units per cc., 10 U.S.P. units per cc., and 


5 U.S.P. units per cc. strengths. Specify Lilly. 


ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
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CHOICE OF A LIFE WORK is often a matter of 
circumstance. Events that seem trivial at the 
moment may be destined to influence the lives 
of generations to come. When seventeen-year- 
old Eli Lilly paused to study a painting of the 
Good Samaritan hanging over a drug store, 
the parable which he had learned at his mother’s 
knee recurred to him with fond nos- 

talgic memory. The picture inspired 


Eli Lilly to choose pharmacy as a career and 
eventually led to the founding of Eli Lilly and 
Company. Then the smallest pharmaceutical 
plant in existence, now among the largest, the 
success of Eli Lilly and Company must be meas- 
ured largely by economic standards. Through 
the seventy years of its existence, however, the 

spirit of the Good Samaritan has 

never ceased to be a guiding light. 


ILLUSTRATION BY ANDREW LOOMIS 
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SOME PRACTICAL ASPECTS OF THE STERILITY PROBLEM 
IN THE FEMALE* 


GEORGE W. WATERMAN, M.D. 


The Author. George W. Waterman, M.D., of Provi- 

dence. Chief of Staff, Gynecological Service, Rhode 

Island Hospital and Charles V. Chapin Hospital. 
Ree or infertility is said to affect about 

17 per cent of married couples and is the cause 

of great mental distress, particularly to the female. 
Created anatomically, physiologically and psycho- 
logically for reproduction, she becomes greatly dis- 
turbed if her natural function is not consummated 
hy having a child. While undoubtedly the instinct 
to paternity leads many sterile husbands to seek ad- 
vice medically, I believe that the infertile wife has 
more at stake and is more often the one to start an 
investigation, if after several years no babies arrive. 
Therefore, the problem is placed, in the large ma- 
jority of cases, before the obstetrician and gynecol- 
ogist for diagnosis and treatment. 

I propose this evening, first to review with you 
rather hastily the developments in the knowledge 


of female endocrinology as it affects the reproduc- 
tive function ; second, to discuss and evaluate cer- 


female reproductive organs are found in the writ- 
ing of Fallopitis and Vesalius. De Graaf (1672) 
has given his name to the Graafian follicle and first 
described the corpus luteum, although Malpighi 
gave name to the yellow body. Fraenkel in 1900 
showed that the corpus luteum was necessary to the 
first third of pregnancy, fetuses in rabbits being ab- 
sorbed or aborting if corpus luteum were removed. 
Loeb showed in 1907 that decidua formation was 
due to action of corpus luteum. Hitschmann and 
Adler (1908) described the histological changes in 
the endometrium during the cycle. In 1917 Stock- 


~ard and Papanicolaou showed that vaginal epithe- 


lium in guinea pigs underwent characteristic 
changes in the estrus cycle. In 1922 Allen reported 
on estrus cyclic changes in vaginal epithelium of 
the mouse. Allen and Dorsy employed these changes 
as a test for study of substances producing estrus 
in spayed animals and found an active substance 


_ in the follicle fluid of pig ovaries and in extract of 


tain tests clinical, histological, chemical, mechanical . 


and roentgenological which are currently carried 
out in sterility studies; third, to show what treat- 
ment has been used with what results in 248 cases 
seen in private practice from 1939-1944 inclusive. 

I have asked Dr. B. Earl Clarke to discuss the 
endometrial changes and Dr. Martineau to discuss 
the roentgenological aspects. 

The male factor will not be considered here ex- 
cept to say that sperm counts have been made, per- 
haps not in all cases, but certainly where indicated. 
If irregularities as to number of sperm, abnormal 
forms, presence of pus or red blood cells were 
found, the husbands were referred to a urologist 
for further investigation and treatment. 


Physiology, Endocrinology and Histology 
in the Female 
Early recordings of anatomical observations of 


*Presented before the Providence Medical Association at 
its meeting at Providence, R. I., December 3, 1945. 


15 


the corpus luteum. This mouse test method gave a 
great impetus to the study of reproductive physi- 
ology. Soon Smith and Engle and Aschheim and 
Zondek showed in 1926 the important and vital 
role played by the anterior lobe of the pituitary. 
Aschheim and Zondek described the anterior pitui- 
tary lobe hormone found in the urine of pregnant 
women and established the Aschheim-Zondek preg- 
nancy test. Corner and Allen showed that corpus 
luteum extract is necessary for progestational 
changes in the endometrium and so gave a biological 
test for the presence of progestin. Later studies 
by Butenandt and others showed the corpus luteum 
hormone to belong chemically to the 17-keto steroid 
group. A chemical test can now be done for the 
excretory product of progestin in the urine, 
sodium pregnanediol. The findings of these investi- 
gators and many others can be put together to illus- 
trate in a working schema a present theory correlat- 
ing the activities of the pituitary with changes. in 
the ovaries and endometrium as they appear charac- 
teristically during the menstrual or reproductive 


cycle as suggested by Severinghaus.°® 
continued on next page 
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Some estrogenic substance is produced by the 
ovary from early childhood, gradually increasing 
in amount until at puberty a high enough level is 
reached so that the basophile cells in the anterior 
lobe of the pituitary gland are stimulated and pro- 
duce follicle stimulating hormones. 


1. Ant. Pit. Lobe produces follicle stimulating 
hormones. F.S.H. 


bo 


. F.S.H. acts on primordial follicle and pro- 
duces Graafian follicle. 


3. Graafian follicle produce estrogens which 
stimulate growth of the uterus, vagina, tubes 
and breasts acting most graphically on the 
endometrium. 


4. Rise in estrin level stimulates ant. pit. to pro- 
duce luteinizing hormone L.H. 


5. L.H. with F.S.H. causes follicle rupture, 
ovulation and corpus lutem formation. 


6. Corpus luteum produces progestin which 
causes endometrial glands to differentiate into 
secretory type with glycogen granules and 
take on progestational character. Also stimu- 
lates further the acidophiles with more L.H. 
production. 

L.H. inhibits further granulosa cell activity 
with diminution of estrogen formation. 


7. The withdrawal of estrogens together with the 
increase in progestin results in menstruation. 
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Tests for Endocrine Activity 
In all sterility problems, it is necessary to deter- 
mine the activity of the endocrine glands involved. 
A consideration of the above schema will suggest 
what tests are necessary. 


1. A.P. failure. 
Immature mouse test for F.S.H. and L.H. 
available in research laboratories. 


bo 


. Ovarian failure—primary or secondary. 
a. F.S.H. positive. 
b. Test for urinary and blood estrogen nega- 
tive. Allen Dorsy mouse test. 


3. Ovulation failure—anovulatory cycles. 
a. Test for F.S.H. and L.H. may be positive. 
b. Test for estrogens may be positive. 
c. Test for progestin— chemical test for 
sodium pregnanediol negative. 
d. Endometrial biopsy. 


As the tests for hormones F.S.H. and L.H., es- 
trins and progestins are not available except in the 
laboratories of large clinics, or research workers, 
we have been dependent on the endometrial biopsy 
as a gauge of endocrine activity. 

If we consider the end product of all the endocrin 
activity shown in the above schema we find that in 
the fully developed secretory or progestional en- 
dometrium, we have an histological picture which 


is characteristic. When this picture is complete we 
c on page 18 


Pituitary — Anterior Lobe 
B. — Basophile cells 
A. — Acidophile cells 


E — Estrin 
P — Progestin 
F.S. H. — Follicle Stimulating Hormone 
L. H. — Lutinizing Hormone 
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Schema to show correlation of endocrine activity and histological changes in anterior pituitary, ovary and 


endometrium as suggested by Severinghaus and modified from Hamblen. 
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ASPECTS OF THE STERILITY PROBLEM IN THE FEMALE 


ig. 1. Developing Graafian follicle. The ovium is seen within 
the diseus proligerus. The centrak cavity containing the liquor 
ivlliculi is developing. It is surrounded by the granulosa cells 
hich produce the estrogen. 


: 
Fic. 2. Endometrium in early proliferative phase. Stimulated by 
the estrogen the epithelial cells proliferate. In the early phase the 
glands are round or oval on cross section. The cells are cuboidal. 
There are few mitotic figures. 


Fic. 3. Endometrium in late proliferative phase. The glands be- 
come convoluted, and the lumina-larger. The cells become taller and 
mitotic figures are increased. 


Fic. 4. Corpus luteum. After_ovulation the granulosa cells are 
modified to form lutein cells. Grossly the scalloped, yellow lutein 


zone stands out in sharp contrast to the central blood clot. The 
lutein cells produce progesterone. 


+4 
Fig. 5. Endometrium in early secretory phase. Stimulated by 
progesterone the glands show increasing secretory activity. This is 
first indicated by subnuclear vacuolization. The nuclei move to 
the center of the cell leaving vacuoles or a lucid zone beneath them. 
(About the 17th day.) 


Fic. 6. Endometrium in late secretory phase. The glands become 
dilated and present a “saw tooth” appearance. The nuclei return 
to the base of the cells. The cytoplasm next the lumen becomes 
frayed and seems to be dissolving. The stroma becomes edematous 
and the stroma cells take on more cytoplasm, beginning with the 
cells about blood vessels (about 24th day). 


Cae 
BERS 
| 


18 


know that the pituitary and the ovary are active 
and normal, and we can infer that ovulation and 
corpus luteum formation most probably has taken 
place. There can be some exceptions but in these 
the progestational picture is rarely complete. 
Hence we see the great value of the endometrial 
biopsy taken at the end of the period. We usually 
take it a few hours after menstruation has started. 
In this way we can be sure that we are not dis- 
turbing an established pregnancy. Also the cervical 
canal is more patent and the biopsy is more easily 
done. Of course, great care in asepsis and anti- 
sepsis should be observed. 


At this point I am going to ask Dr. Clarke to dis- 
cuss the histological and pathological aspects of the 
endometrial biopsy and to show some slides illus- 
trating it. (See Page 17.) 


Having now discussed the menstrual cycle and 
proved that it completes itself or not and that by 
inference ova are produced, we should like to know 
if possible when ovulation takes place—that is, on 
what day of the month. If we had any sure way 
of knowing this, at least part of our problem would 
be solved. We have seen a number of couples 
sterile for varying periods who were under the 
illusion that the “right time” to become pregnant 
was just before or just after the period. They had 
been trying at this time without success. A change 
of timing resulted in success. 


Several methods of estimating time of ovulation 
have been found. 


1. Mittelschmerz — vaginal discharge or bleed- 
ing, subjective pain or discomfort regularly 
occurring at midmenstruum — sometimes 
quite accurate. 


2. Difference of electrical potential at ovulation 
time — time consuming for patient and doc- 
tor — not too accurate and not used in this 
series. 


3. Daily endometrial biopsy — noting change to 
secretory type. Obviously this is impractical. 


4. Sodium pregnanediol determination in urine. 
Ovulation occurs just before positive test. As 
ovulation rarely occurs on exactly the same 
date, these determinations would give no ac- 
curate clue from succeeding months. 


5. Vaginal smears and pH are recommended by 
some but value not conclusively established. 


6. Basal Body Temperature Changes. 


The biphasic character.of the basal temperature 
curve during the menstrual cycle was first noted in 
1904 by Van de Velde. The writer first became in- 
terested in basal body temperature after reading 
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Rubenstein’s® article in 1940 Endocrinology. His 
exposition of the correlation of vaginal smear and 
basal temperature seemed quite reasonable and 
accurate, particularly the description of his four 
(4) cases where ovulation occurred during men- 
struation, suggested by basal temperature and 
proved correct by pregnancy resulting from inter- 
course at that time. Zuck* in 1938 showed by 
studies on 35 women with single exposure, that 
none conceived more than three days before or one 
day after the rise. During the estrin or prolifera- 
tive phase the temperature is depressed or kept 
down. With ovulation, or just before, there is apt 
to be a sudden drop followed by a sharp rise of 
.4-.8 degree. The luteal phase then follows and is 
the most constant phase, that is, menstruation 
occurs usually 14 days after ovulation. The vari- 
able phase is then the proliferative and when the 
cycle is shorter or longer than 28 days, it is the pro- 
liferative phase that varies as is shown by these 
curves. Charts illustrating these curves are shown. 

Having shown how we determine ovulation and 
its probable date, let us now turn to other causes of 
sterility. 

The healthy sperm must meet the healthy ovum. 
There must be no obstruction to intromission, e.g., 
tough, sore hymenal ring. (One case — excised 
ring — soon pregnant.) Disease of the vagina, e.g., 
trichomonas vaginalis, or monilia alicans vaginitis 
which disturbs the normal pH. Infection of the 
cervix, endocervical discharges often cause steril- 
ity, need cauterization, electro-coagulation or coni- 
zation the full length of the canal. Stenosis of the 
cervix due to previous operations or poorly con- 
ducted cauterizations, requires dilatation. Retro- 
version needs correction by pessary or in some 
cases operation. Chemical reactions of the patho- 
logical vagina or cervix, or incompatibility of the 
secretions of husband or wife may so devitalize the 
sperm that even if successfully deposited in the 
seminal pool, they do not survive. The Huhner test 
done at the time of ovulation is valuable in that if 
healthy sperm are found in the cervical secretion, 
one can assume that there is no chemical factor in- 
volved. If negative and the bottle specimen shows 
good sperm, the use of Ringer-glucose solution as 
suggested by McLeod has proven of great value. 


Tubal Factor 


Obstruction of the Fallopian tubes by disease, 
operative adhesions or from spasm can prevent the 
sperm front passing the utero-tubal junction or 
may prevent the ovum from entering the tube. The 
tubal patency test was first brought out by I. C. 
Rubin,’ in attempts to produce pneumo-peritoneum 
by passing gas through the uterus. This method 
was then used for determining the patency of the 


tubes. Since Rubin’s original work, this test has 
continued on page 20 
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CHART 1 - NORMAL, OVULATORY CYCLES 


JANUARY — 1945 € RY — 
xx ux x ux x 


VARY MARCH — APRIL — AY — 


Ww ia 


= MENSTRUATION Rvein vest 


CHART 2 - PROLONGED ESTRIN PHASE, ANOVULATORY CYCLE, and FINALLY PREGNANCY 
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been widely accepted by gynecologists, and with 
the use of CO. gas and proper precautions as to its 
use is a simple and safe office procedure. The test 
is contraindicated in the case of vaginitis, acute 
cervicitis or where there is any tenderness or fixa- 
tion about the cervix or uterus, or where there is a 
recent history of pelvic infection. A Rubin test has 
a very definite therapeutic value, in addtion to its 
value in diagnosis. Many pregnancies have been 
reported where no other treatment was employed. 
It is our custom to have patients come in three or 
four days after their period has ceased for this test. 
At this time the activity of the uterus is at its mini- 
mum, and there is no danger of interrupting preg- 
nancy. Rubin has introduced the use of a Kymo- 
graph for recording the pressure variations. These 
tracings give a permanent record and are considered 
quite valuable. We have never used a Kymograph 
but make a record of the pressure under which gas 
passes through the tubes into the abdomen, making 
note as to whether the fall of pressure following is 
rapid or slow. Oscultation of the lower quadrants, 
subjective symptoms of pain, mid-line or on either 
side indicate passage or non-passage of the gas. 
Shoulder pains after rising to the erect position is 
indicative that gas has passed into the peritoneum. 
If we find on examination that the Rubin test is 
negative, the next step is the injection of the uterus 
and tubes with opaque media, and the observation 
under the fluroscope and by stereoscopic X-ray 
pictures. 

Dr. Martineau will discuss the Roentgenological 
aspects of this procedure. See Dr. Martineau’s dis- 
cussion on page 21. 


Results 

1939-1944 
Primary Sterility 190 
Relative Sterility 58 
Total cases 248 
Cases seen more than once 197 


50 — 26% uncorrected 
15— 26% 


65—26.2% “ 


Pregnancies (Primary Group) 
(Relative Group) 


Pregnancies 65 — 33% corrected 
Ectopic 2 
Early abortion 5 


58— 29.5% “ 
Results obtained in any series of sterility cases 
are always difficult to evaluate. Many patients are 
known to become pregnant without treatment even 
after many years. On the other hand many patients 
are seen only once, or possibly twice, fail to report 
back or follow instructions or move away before 
sufficient time has elapsed, and are lost track of. 
Some of the patients in this series came in for the 
Rubin test alone and returned to their referring 
doctor. Of the 248 cases seen from 1939 to 1944, 


Live births 
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51 did not complete the planned treatment and 
study. Of the 197 cases who were thought to have 
had a fairly complete study and treatment, 65 or 
about 33% become pregnant. The following table 
shows the results where different methods of treat- 
ment were used. Many of these patients had sev- 
eral different kinds of treatment and many of them 
had more than one factor involved in their sterility. 
It should be noted especially that the thyroid fac- 
tor is a most important one. Basal metabolism tests 
should be done on the majority of these patients. 
It will be noted that of the 65 patients who were 
treated with thyroid extract because of lowered 
thyroid activity 43% became pregnant. This figure 
is in agreement with the reported results of other 
observers. 


Pregnant 
Deficient Sperm 52—29% 12—23% 
Electro-coagulation of cervix...... 120 — 33 — 27.5% 
Dilatation Of 23 4 
Rubin test 202 51— 25% 
Lipiodol 17 4 
Pretnital douche 37 11— 30% 
Pessary —retroversion 17 6 — 35% 
Diet obesity 15 6 
Thyroid 65— 26% 28—43% 

Ectopic Pregnancy ............. 2 cases 


1—M.8mo. Rubin test 10-21-43 Ectopic 3-29-44 
2—M.2% yr. Rubin test 11- 4-41 Ectopic 7- 8-42 
The use of the commercial gonadotropes—e.g. 
pregnant mare serum and pituitary extracts have 
been employed cautiously in a few cases. Their 
status is still uncertain and waits further trial in 
research clinics before being tried out by clinicians. 


Summary and Conclusions 


A discussion of the endocrine aspect of sterility 
has been given. An evaluation of the endometrial 
biopsy, and the basal body temperature chart as 
tests of ovulation and the time of ovulation given. 
The value of the Huhner test in proving the deliver- 


ance of the sperm into the cervix has been discussed. 


The Rubin test for patency of the tubes has been 
cliscussed as to its diagnostic and therapeutic value 
as has the lipiodol hysterosalpingogram. Results 
on total number of cases 248 seen and on 197 cases 
adequately examined and treated have been given. 
Particular attention is drawn to the excellent re- 
sults obtained where the thyroid factor was appar- 
ently at fault. 
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UTEROTUBOGRAPHY IN STERILITY * 


LAWRENCE A. MARTINEAU, M.D. 


The Author. Lawrence A. Martineau, M.D., Director 
Department of the X-Ray, Rhode Island Hospital. 


= visualization of the uterine cavity and 
lumina of the tubes with contrast media, com- 
monly referred to as uterotubography, or Hyster- 
osalpinography has become a widely accepted pro- 
cedure in the study of female sterility. Cary and 
Rubin, as early as 1914, attempted to radiograph- 
ically visualize the fallopian tubes with collargol 
without much success, and up until 1925 various 
other substances were used for this procedure but 
they all proved unsatisfactory. The use of iodized 
oil as a contrast medium for uterotuboraphy was 
reported in 1925 and the following year Benedict 
and Rubin were the first in this country to use 
lipiodol for determining tubal patency. 

The technique of injecting the opaque media has 
been modified considerably since the original work 
of Rubin and for about the past year the iodized 
oil has been injected under direct vision by fluoro- 
scopy. No manometer is used, as the injection is 


Fic. 1—Antiflexed uterus. Normal filling of the uterine 
cavity and fallopian tubes. 


made by thumb pressure and the tension regulated 
by the filling of the uterine cavity and the subjec- 


*Presented before the Providence Medical Association at 
Providence, R. I., December 3, 1945. 


tive symptoms of the patient. The normal uterus 
and tubes (fig. 1) may be adequately filled with 
about 6 cc. of contrast media but the uterine cavity 
may vary considerably in size. Therefore injecting 


FIGc. 2—Normal uterus. Occlusion of both tubes at their 
cornual ends. 


the oil by this procedure should eliminate some of 
its dangers as, intravasation which is due to undue 
pressure resulting in rupture of the endometrium 
with escape of oil into the uterine vessels. When 
this occurs, there is always possibility of oil emboli. 
The danger of rupture of the tubes, has been re- 
ported in only a few instances but probably occurs 
more frequently than suspected and is believed due 
to a weakening or thinning of the walls of the tube 
from disease. The danger of infection should never 
occur in normal cases and in capable hands. 


The contraindications for uterotubography are 
the same as for tubal insufflation, and they are of 
such importance that they bear repeating at this 
time. Genital tract infection is the greatest con- 
traindication to the test, and therefore the patient 
should be carefully studied before given an appoint- 
ment for the examination which is usually done 
10 to 12 days after the menstrual period. Other 
contraindications include pregnancy, pelvic neo- 
plasm accompanied by marked uterine bleeding, 


and advanced pulmonary or cardiac disease. 
continued on next page 
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ric. 3—Normal uterus. Tubes show kinking and slight 

constriction near their outer ends. 

In addition to its diagnostic value in tubal 
patency, the test may also be of considerable aid to 
the gynecologist in prognosis. However, with 
closure of both tubes, particularly at their cornual 
ends, (fig. 2) an unfavorable or discouraging re- 
port is not warranted unless the test has been re- 
peated after the use of antispasmodics. It must 
also be remembered that a return of tubal patency 
has been noted in patients following one or more 
“injections of the iodized oil. 

The therapeutic effect of the test in restoring the 
patency of the tubes compares favorably with utero- 
tubal insufflation, and is believed due to mechanical 
means which consists of breaking up kinks or ad- 


FIG. 4—Same case as 3. Slight amount of oil in the pel- 
vic cavity with retention of oil in outer ends of both 
tubes due to adhesions. 


RHODE ISLAND MEDICAL JOURNAL 


hesions. This frequently occurs in cases of partial 
obstruction or stenosis, (fig. 4) where there is re- 
tention of oil in the tubes with a small amount in 
the pelvic cavity, as seen in the follow up films 


Fic. 5—Normal uterus. Marked bilateral hydrosalpinx. 


taken a considerable time after the injection of the 
contrast media. The fact that some patients con- 
ceived following uterotubography, whereas the 
Rubin test disclosed non-patency only a short time 
before, does not necessarily mean a superiority of 
this test over insufflation, for it may be due to tube 
spasm at the time of the first examination or other 
interference with patency due to mucus, old blood 
or slight adhesions. 


FIG. 6—Same case as 5, film taken 24 hours after in- 
jection. No free oil in the pelvic cavity. Obstruction 
of both tubes due to hydrosalpinx with retention of oil 
in their dilated outer ends. 
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The obstruction of the tubes occurs most fre- 
quently at their distal ends, and if a plastic repair 
for restoration of tubal patency is considered 
uterotubography is indispensable in localizing the 
obstruction. 


FIG. 7—Small bicornuate uterus. Occlusion both tubes 
and calcifications in the region of the ovaries due to 
tuberculosis. 


Summary 

Uterotubography, like the Rubin test, has be- 
come a widely approved procedure in the diag- 
nosis, prognosis and therapeusis of sterility. 

All of our patients had previous utero-tubal in- 
sufflations, and this test was performed only as 
supplementary procedure in doubtful or known 
cases of non-patency, which accounts for our poor 
therapeutic results. 


rig. 8—Chronic endocervicitis. Antiflexed uterus. 
Right tube obstructed at fimbriated end and left tube 
obstructed at its cornual end. 
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Uterotubography is superior to insufflation, 


when salpingostomy is contemplated, and also in 
doubtful cases when it is desirable to know if both 


‘tubes are patent. 


The test is safe if performed with a knowledge 
of the dangers and contraindications, as statistics 
show a morbidity of about one-tenth of one per- 
cent, while infection has occurred in less than one- 
half of one percent of all cases. 


The Rhode Island Medical Society ~ 
and the 
Providence Medical Association 


MONDAY-—-FEBRUARY 4—8:30 P.M. 


At the Medical Library 


PROGRAM 


“MEDICAL CARE FOR THE VETERAN” 


Major General PAUL R. HAWLEY, MC 


Acting Surgeon General, U. S. Veterans 
Administration 


“THE PLAN FOR A VOLUNTARY SURGICAL — 
INSURANCE PROGRAM FOR 
RHODE ISLAND” 


HERMAN PITTS, M.D. 


President-elect, Rhode Island Medical Society, 
and Chairman, Surgical Study Committee 
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PRESIDENTIAL ADDRESS* 


B. EARL CLARKE, M.D. 


The Author. B. Earl Clarke, M.D., of Providence. 
Pathologist, Rhode Island Hospital. President, Provi- 
dence Medical Association, 1945. 


iS tess by-laws of the Providence Medical Associa- 
tion, Article 1, Section 2, reads: “The Presi- 
dent shall deliver before the Association at the 
annual meeting an address with special reference to 
the work and needs of the Association.” With con- 
siderable reluctance I attempt to carry out that 
charge. 

The review of the year’s work may be quickly 
disposed of. All regular monthly meetings have 
been held and in spite of difficult war-time condi- 
tions, it is my opinion that the attendance has been 
good. 

At these meetings we have listened to scientific 
presentations by seven of our own members and 
six guest speakers. This does not include the joint 
meeting with the Rhode Island Medical Society in 
February. 

At the beginning of the year I appealed to our 
members asking for volunteers who were willing 
to read papers. The response was most gratifying. 
We were unable to use all of these voluntneers. We 
have attempted to so choose the subjects and cor- 
relate them with the topics of our guest speakers 
as to have an interesting and well rounded year. 
Without an excess of material such choice would 
have been impossible. We are, therefore, just as 
much indebted to those who did not appear on the 
programs as to those who did. We wish to empha- 
size our appreciation for this cooperation and to 
assure each one that his effort was not wasted and 
not overlooked. 

These regular scientific meetings are, in my opin- 
ion, the most important activity of our Association. 
The return of our members from the military serv- 
ices with resulting increase in numbers and cor- 
respondingly lighter burdens should result in het- 
ter programs and larger attendance. 

The joint meeting with the Rhode Island Dental 
Society, in November, was the first of its kind. 
Some dentists and some physicians believe that 
dentistry should eventually become a medical spe- 
cialty, analogous for example to ophthalmology. 
*Presidential address delivered at the 99th Annua!t Meeting 
of the Providence Medical Association, at Providence, 
January 7, 1945. 


This is spoken of as the Harvard plan. Even if 
this does not come to pass it is desirable that the 
two groups become progressively more closely as- 
sociated. I suggest that careful consideration be 
given to the desirability of making this joint meet- 
ing an annual event. 

Early in the year a committee on air pollution 
abatement was appointed. The objectives of this 
committee met with much public approval and sup- 
port. A large sponsoring committee made up of 
representatives of important community groups 
and organizations was formed. With very few ex- 
ceptions all such persons approached were enthusi- 
astically for this project. The Mayor and the Public 
Service Engineer expressed interest and willing- 
ness to cooperate. The Civic Planning Board of 
the Chamber of Commerce was not only interested 
but ready to help. A small subcommittee has been 
doing spade work and laying foundations. Out of 
all this has come the recent appointment by the 
Mayor of an official committee of five to study the 
problem. Dr. Edward Cameron, chairman of our 
committee is a member of the Mayor’s committee. 
We are now marking time pending action by this 
new group. 

This is a long time project. It must not be al- 
lowed to die of inertia. I strongly urge that the 
Air Pollution abatement committee be continued 
on a permanent basis and that the Association go 
on record as being determined to keep this project 
alive and to seek continuous improvement in the air 
which the citizens of our community must breathe. 

Quite recently I have become aware of a weak- 
ness in our organization. As the largest constituent 
member of the Rhode Island Medical Society, we 
are entitled to representation by twenty-nine mem- 
bers of the House of Delegates of that Society. 
The large size of this representation has resulted 
in awkwardness and inefficiency. What is every- 
body’s business becomes nobody’s business. I sug- 
gest that this group be organized with such officers 
as a chairman and a secretary ; that they meet to- 
gether preceding the meetings of the House of 
Delegates so that they may consolidate their opin- 
ions and adequately present the desires and instruc- 
tions of this Association ; and that a procedure be 
formulated whereby they routinely report back to 
the Association concerning the activities of the 
House of Delegates. 
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PRESIDENTIAL ADDRESS 


The Rhode Island Medical Library is one of our 
most valuable assets. While it is the property of 
the State Medical Society, it is obviously, because 
of location, of greatest value to the physicians of 
Providence. Much of its potential value has been 
denied us because it is closed after 5 p. m. Your 
Association has completed arrangements whereby 
the library is to be open three nights per week dur- 
ing the coming year. Whether or not this plan may 
he continued permanently depends largely upon 
how much we take advantage of this opportunity 
to use our library. It is my hope that the evening 
hours will be so popular that three nights a week 
will seem too few. 

Two projects have come to my attention during 
the year that I feel the Association should investi- 
gate further. One of these is the suggestion of 
establishing in Providence a Health Museum simi- 
lar to that in Cleveland, Ohio. This would be a 
large undertaking and would require the coopera- 
tion and financial support of many organizations 
and individuals. The Providence Medical Associa- 
tion could only promote it. One possible source of 
financial support for such a project has already ex- 
pressed interest. Such a museum, it seems to me, 
offers unlimited opportunity for medical education 
and for the creation of good will and understanding 
between the medical profession and the public. 


A second project that I believe to be worthy of 
serious consideration is that of a medical telephone 
exchange, controlled by the Association and offer- 
ing better service to a much larger number of 
doctors. 


These local concerns are of immediate but per- 
haps of secondary importance. As an organization 
and as individuals we are vitally involved in those 
national and world-wide concerns that are included 
under the term reconversion. Reconversion. Let 
us consider that word for a moment. Webster de- 
fines reconversion thus: “to return to an original 
form or condition.” But the real meaning of this 
word is found not in the dictionary but in the hearts 
and acts of men and in the spirit of the people who 
use it. 

The people of America are not seeking to return 
to an original condition. The goal is for something 
bigger and better. Industry is hoping for unprece- 
dented production, distribution, and profits. Labor 
expects increased wages, a higher standard of liv- 
ing, and less work per individual. We are planning 
for a world organization that will outlaw war and 
guarantee permanent peace. 


There is, apparently, singleness of purpose, but 
great lack of agreement as to methods. Political 
and social changes seem to follow trends which 
sometimes prove to be right and to lead to perma- 
nent improvement, and sometimes to be wrong and 
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to greatly delay progress, or even to cancel improve- 
ments already made. 

Weare today in the midst of such a trend. This 
trend might be designated as the Social Security 
panacea. It is, to my mind, a travesty of legitimate 
social service. Social service as originally con- 
ceived was a most desirable and admirable effort to 
help those unfortunate individuals who, for one 
reason or another, were unable to care for them- 
selves. It was quite natural that out of such a be- 
ginning there should come to be a growing group of 
persons engaged in such work and that eventually 
such persons should form an organization and seek 
to establish standards of education and experience 
prerequisite to membership in the group. It was 
equally to be expected that as the group of social 
service workers grew and became more and more 
imbued with the idea that they were doing some- 
thing worthwhile, they should seek to expand their 
field of endeavor. This expansion could proceed 
only so far as the supply of those unable to care for 
themselves permitted. It therefore became neces- 
sary to include persons who in the beginning were 
not considered among the incapable. 

Such expansion would probably not have been 
carried too far by this original group, but politicians 
were quick to see the vote-getting possibilities of 
such a set-up. As a result it would now appear 
that the great majority of the citizens are to be 
labeled as incompetent and are to be relieved of 
personal responsibility by a bureaucratic form of 
government under the name of “Social Security.” 
Any such attempt to reduce all men to the same 
stature is, in my opinion, just as undesirable and 
eventually will prove to be just as disastrous as the 
infamous Procrustean bed of mythology. Such a 
program destroys individuality and drags all things 
down to the level of the lazy, the uninspired, the 
shiftless, and the dull. “Pump priming, subsidies, 
unemployment insurance, and social security laws 
are indications not of national strength but of an 
alarming fundamental weakness.” 

If offered such a program as a whole, the great 
majority of American citizens would reject it with 
horror. When offered bit by bit with emphasis 
placed upon the social benefits, many fail to see the 
inevitable consequence. The Lilliputians by the 
multiplicity of their tiny thread-like fetters were 
able to securely bind the giant Gulliver. The advo- 
cates of these new schemes fail to point out that in 
order to accomplish the proposed advantages we 
must consent to letting government order us around 
a little more. Thus, in connection with universal 
military conscription, regardless of all other argu- 
ments for or against, the fact remains that it ex- 
poses the youth of the nation to regimentation and 
conditions them for totalatarianism. The man who 


served six months in a secure post in this country 
continued on next page 
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is often the most voracious in his expectations and 
demands for governmental aid as a “veteran.” 

What has all this to do with the Providence Medi- 
cal Association? A great deal. Medicine is at the 
moment caught in the center of the stream of this 
totalitarian trend. It has been thrown there by 
politicians because of its strong emotional and per- 
sonal appeal. No one can deny the desirability of 
health and medical care for all. The purposes are 
so wonderful that few stop to consider whether 
they are attainable or to count the cost. The medi- 
cal profession is opposed to the Wagner bill not 
only because it questions the method, but equally 
because it knows that the advantages promised can- 
not be attained and because it feels that it would be 
a long step toward total regimentation. 

What can we do about it? When a wise swimmer 
is caught in a strong current he does not attempt 
to swim against it or even squarely across it. In- 
stead, he floats with the current and pulls toward 
the shore until some strong object is found which 
he can grasp and hang on to until the flood subsides. 

Medicine in her present predicament has seized 
upon voluntary medical insurance as this some- 
thing to hang on to. Such a plan is being prepared 
in Rhode Island and we must support it. 

However, this is only a temporary expedient. 
The important thing is to stem the tide of the trend 
toward totalitarianism. We have just completed a 
war to prevent this from being imposed upon us by 
others. Shall we now blindly permit it to be grad- 
ually and insidiously thrust upon us by those who 
like Anne Lindbergh believe it to be “The Wave 
of the Future” which we are powerless to prevent? 

It is true that the sources of this trend lie far 
beyond the field of medicine. They are based upon 
nationalism and the resulting need of great arma- 
ments, upon a deadly propaganda which crushes 
individuality under a paternalistic state in the name 
of patriotism, upon the creation of huge, hideous 
industrial cities whose immense populations have no 
economic security and no contact with nature and 
the enduring things of life, upon an economic sys- 
tem that encourages installment buying and per- 
petual debt, upon the loss of great moral and re- 
ligious principles that teach universal good will and 
the brotherhood of man. No; these things are not 
medical, but they threaten the future of medicine. 

The eventual outcome depends upon education. 
When a man knows the facts and is able to dis- 
tinguish between truth and false propaganda ; when 
he comes to put spirit above material things ; when 
he experiences a true sense of humanity he will not 
be attracted by such perverted ideas. Gold and sil- 
ver are not attracted by the base metal iron, even 
though it is magnetized. 

Men of medicine both as groups and as individ- 
uals can do a great deal to remedy this regrettable 
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situation. In fact, there is probably no other group, 
of equal size, which exerts such a great influence 
over their fellow men. This places upon us a great 
responsibility. We must endeavor to keep our own 
house in order. Science alone, for a medical man, 
is not enough. The spiritual values of life are still 
of first importance. Sincerity, sympathy, sobriety, 
responsibility, integrity, ethics, high moral and 
social standards are always an important part of 
the physician’s equipment. 

We must maintain the confidence of the people 
and demonstrate the superiority of the democratic 
way. Medicine has always ignored national bound- 
aries. Only during the war were the discoveries of 
medicine concealed and denied to a part of the 
world. When politicians and economists, yes, and 
men of religion can emulate Medicine’s spirit and 
practice of universal brotherhood, we can hope for 
an end of wars and for the development of true 
world democracy. 

I close with the words of the immortal Washing- 
ton: “We must establish principles that are so high 
that courageous men will aspire to them and leave 
the rest to God.” 


SURGICAL UNIT AT CHAPIN 
HOSPITAL 


Recently Mayor D. J. Roberts reported details for 
developing a temporary surgical unit at the C. V. 
Chapin Hospital after a meeting of the Board of 
Hospital Commissioners which has decided upon 
the plan to ease conditions caused by the shortage 
of hospital beds in the city. With wards A and B 
at the hospital not used much in recent months the 
Commissioners decided that elective surgical cases 
of a non-emergency nature might be treated. 

In reporting the plan Mayor Roberts, speaking 
for the Commission, was reported as stating that in 
the neighborhood of 1000 cases a year could be 
treated in Wards A and B. The temporary unit 
might last a year or five years, depending upon the 
time it takes for other hospitals to increase the 
hospital bed capacity of the State. Private and 
semi-private cases only, such as those with Blue 
Cross coverage, would be admitted he said, because 
there appears to the Commission to be sufficient 
beds in other hospitals for ward cases. 

Chapin Hospital has had various surgical services 
in the past, he stated, but not a surgical ward or 
unit as such. Establishment of the unit depends, he 
further reported, upon when sufficient nursing staff 
can be gathered. 

At its meeting the Board of Hospital Commis- 
sioners adopted three motions governing the op- 
eration of the surgical ward. One of these limited 
the cases handled to the elective type. A second 
limited use of the surgical ward, “when in order,” 
to members of the hospital’s surgical services and to 
those on the consulting staff listed as consulting 
surgeons in the departments of urology, gynecol- 
ogy, surgery, orthopedics, ear, nose, and throat, 
ophthalmology, dentistry, and anesthesia. A third 
permits any surgeon to employ his own assistant 
and anesthetist even though they are not members 
of the Chapin staff. 


Led 


|_| 

| 

Ac 

to 

| phy 

for 

| 

dee 

pre 

lar 

reg 
whi 

son 

| divi 

| per! 

| mer 

per! 

| stat 

| and 

islat 

| for 

for 

last, 

| Cert 

| spiri 

the 


EDITORIALS 27 


The RHODE ISLAND MEDICAL JOURNAL 


Owned and Published Monthly by the Rhode Island Medical Society, 
106 Francis Street, Providence, Rhode Island 


EDITORIAL BOARD 
PETER Pingo CuAsE, M.D., Editor-in-Chief, 122 Waterman Street, Providence. 
Joun E. Farre.t, Managing Editor, 106 Francis Street, Providence 
CHARLES J. ASHWORTH, M.D. CHARLES L. FARRELL, M.D. 
CHARLES BRADLEY, M.D. Isaac GERBER, M.D. : 
ALEX M. BurRGEss, M.D. PETER F. HARRINGTON, M.D. 
Joun E. Don_LeEy, M.D. HERBERT G. PARTRIDGE, M.D. 
H. Lorenzo Emipy, M.p. Henry E. Utter, M.D. 
GeorcE L. YOUNG, M.D. 


-COMMITTEE ON PUBLICATION 
Haro_p G. CALDER, M.D., Chairman, Providence 


APPLETON, M.D., Providence S. WING, M.p., Providence 
AUGUSTINE W. Eppy, M.D., Woonsocket WILLIAM P. BurruM, M.p., Providence 


THE RHODE ISLAND CASH SICKNESS COMPENSATION ACT 


The Rhode Island Cash Sickness Compensation 
Act declares that “An individual shall be deemed 
to be sick in any week in which, because of his 
physical or mental condition, he is unable to per- 
form any services for wages”. One year later 
(1943) the Act was amended to read as follows: 
‘.,. provided, however, that an individual shall be 
deemed to be sick in any week when such sickness 
prevents him from being able to perform his regu- 
lar services, even though such employee is paid his 
regular wages or parts thereof by his employer, for 
which absence is due to sickness”. Clearly there is 
some confusion here, for in the first place an in- 
dividual is said to be sick when he is “unable to 
perform any services for wages”; in the amend- 
ment he is said to be sick when he is “unable to 
perform his regular services”. This confusion of 
statement, notwithstanding, it is fair to assume, 
and in practice, physicians do assume, that the Leg- 
islature intended to make compensation available 
for a limited period of time, to any workman who, 
because of illness or injury, is unable to work at his 
last, customary or reasonably similar occupation. 
Certainly all physicians realize and applaud the 
spirit of benevolence that led to the enactment of 
the Cash Sickness Act; for no one better than they 
knows the hardships, the privations and the heart- 


aches which may result from illness and injury. 
For the physician, daily familiarity with these 
things breeds, not contempt, but compassion. 
Long experience has taught the physician how 
intimately blended are the good and the bad in 
humankind. He knows, for exantple, despite thé 
philosophers, that the average man is, for the most 
part, not so much a rational, as he is an acquisitive 
lazy animal who is all too frequently looking about 
for some substitute for work. Again, and this too, 
from his daily experience, the physician knows 
that when there is a financial reward for being and 
remaining ill, there will surely be a plentiful sup- 
ply of illness. When illness or injury becomes an 
asset instead of a liability, there is aways the subtle 
temptation to transform the will to be well into the 
will to be ill. And when one may collect for an 
injury, not Workmen’s Compensation only, but 
also Cash Sickness benefits it is demanding too 
much of human nature to ask it to eschew such an 
alluring opportunity. Strange as it may seem, it is 
none the less true, that many people prefer to re- 
main comfortably ill for fess than their regular pay, 
rather than to submit to the unpleasant discipline 
of work. For these and for many other like rea- 
sons, we physicians are only too willing to confess 
that we are perplexed ; and we shall be very much 


ontinued on next page 
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obliged to anyone who is wise enough to tell us — 


who is physically and mentally ill, and who is not; 
furthermore, we shall be doubly grateful to him 
who will inform us how to decide when a person, 
allegedly ill, is actually able to return to his work. 


We are not speaking of those worthy and honest 
people whose illness or injury is really such that 
no one can or wishes to deny to them all available 
helps. The same may be said of those who are 
frankly psychotic. It is not these who stretch the 
pia mater of the physician in his conscientious 
efforts to further the just administration of the 
Sick Benefit Act. Who then are the people who 
make the signing of sick benefit forms anything 
but an agreeable duty? They are the cunning 
malingerers, always on the make; the hosts of 
neurotics enveloped by a nimbus of self-pity; the 
constitutionally inadequate who never have been 
and never will be able to meet the exigencies of 
life; the mentally dull and the near-dull who can- 
not swim in the swift stream of modern industry 
and commerce; the chronic complainers and the 
perpetually juvenile for whom the world is out of 
joint ; the paranoids who are forever either giving 
or taking offense ; and last, but by no means least, 
the frustrated and the disillusioned who are re- 
luctantly discovering that their former idols are 
disclosing feet of clay. 


Now all of these people are likely to obtain jobs. 
They have no hernias, no bad hearts, no tubercu- 
losis; their arms and legs are intact. The pre- 
employment medical examination, if such there be, 
does not weed them out as being unfit or undesir- 
able. They work for a time and then fall “phys- 
ically or mentally ill”. Thereupon they demand 
Cash Sickness benefits “because of their physical 
or mental condition” : and because also, as many of 
them have been heard to remark, “They took it out 
of my pay; it’s coming to me and I'm going to get 
it”. When these persons turn up in the doctor’s 
office he realizes that he is sitting uneasily on the 
horns of a dilemma. If he refuses to sign their 
applications they depart elsewhere but not before 
they have damned him with no praise; if he certi- 
fies that they are ill, he has the feeling that he is 
probably saying what is not really true. 


Well then, what is the physician to do? And 
what are the harrassed lay administrators of the 
Cash Sickness Compensation Act to do? Since this 
is an untidy world, and apparently becoming more 
so every day, no doubt they are going to do the 
best they can with very recalcitrant material. 


Were it possible, which it is not, to set up defini- 
tive standards of physical and mental illness, then 
perhaps cash benefits could be denied to those who 
should not rightfully receive them. But as things 
are at present we have no certainties but only 
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opinions to guide us; and as everyone knows, it is 
of the essence of an opinion that it may turn out 
to be wrong. There is the patient’s opinion that 
he is ill and unable to work; the opinion of the 
attending physician; the opinion of the Board’s 
own examining physician; the opinion of the 
Board itself. So therefore, the administration of 
the Cash Sickness Act is carried on in a climate of 
what may be conflicting opinions. It is this situa- 
tion which makes the physician’s efforts to be rea- 
sonable and just so exceedingly difficult. 


Not that we are complaining. The physician is 
always confronted by what amounts to no more 
than probable evidence ; and upon this he must of 
necessity base his opinions and actions. Nor are 
we disposed to querulous criticism ; for we are well 
aware that we live in no Utopia. We are but re- 
lating some of the difficulties which beset our pro- 
fessional path, difficulties unknown to those voluble 
layfolk who so cavalierly criticize us. And now, 
in addition to our ancient and proper task as prac- 
titioners of the art of healing, we are required to 
exercise a judicial function, for we are asked to 
decide who is and who is not able to resume his 
work. If therefore, we sometimes differ among 
ourselves in our judicial opinions, because experi- 
ence is misleading and judgment difficult, may it 
not be for the reason that the Cash Sickness Act is 
as laudable in inspiration and motive as in practice 
it is difficult of application. 


ADVERTISING IN STATE MEDICAL 
JOURNALS 


The Cooperative Medical Advertising Bureau 
was established some years ago by the American 
Medical Association to aid the advertising in the 
state journals. The big national advertisers would 
arrange through this bureau to distribute their ad- 
vertisements in the different journals. This freed 
the members of the work of personally soliciting 
advertising. The fees were collected by the Bureau 
and distributed among the members. Nearly all 
the state journals entered into this scheme. 


The trustees decided that only those medical 
products that were approved by the Council on 
Pharmacy would be acceptable for advertising. 
But as time went on certain of the journals accepted 
the advertising of products that had not been 
passed on by the Council. Indeed, something like 
78 per cent of the journals did this at one time or 
another. They felt they had good reasons. Certain 
articles were known to be in common use by the 
best men in the profession, but yet for one reason 
or another the Council had not got around to pass- 
ing on them. These articles had not been rejected 
by the Council. They had just been ignored. These 
conflicting viewpoints caused a climax this fall 
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when the editors received a telegram from the . smallest state. And yet the salary of this director 


Secretary of the Board of Trustees stating that be- 
cause of all this the Cooperative Medical Adver- 
tising Bureau would probably be abolished on De- 
cember 31. 

Now the journals had, to represent their inter- 
ests, an advisory committee originally three in num- 
ber, later increased to five, chosen by them from 
their members. This committee called a meeting 
of the editors and business managers to be held in 
Chicago on December 1 just before the meeting of 
the House of Delegates of the American Medical 
Association, that they might decide what their 
answer would be to the Board of Trustees. 

The advisory committee suggested for their con- 
sideration three alternatives. 


1. The Bureau may be continued as an activity of 
the A.M.A., under the entire control of the Board of 
Trustees and discontinue the elective members of 
the Advisory Committee. In other words, the Bureau 
could be relinquished entirely to the Board of Trus- 
tees without voice in or participation of the member 
Journals other than accepting the advertising for- 
warded bv the Bureau, the distribution of income 
to be made as at present. 

2. The Bureau may be continued as an activity of 
the A.M.A. with an Advisory Committee constituted 
essentially as at present, with reasonable liberaliza- 
tion of the present advertising rules as far as con- 
cerns nationally advertised products of demonstrated 
worth, provided a satisfactory working agreement 
can be evolved by the Board of Trustees and the 
elective members of the Advisory Committee. 

3. The establishment of a cooperative advertising 
(and advisory) bureau entirely separate and apart 
from the A.M.A. to be managed by an executive 
committee chosen in a manner essentialy as the elec- 
tive members of the Advisory Committee are now 
selected. This executive committee should have en- 
tire control and management of the bureau and 
should meet often enough to keep close contact with 
all its affairs and activities. The decision of the 
Executive Committee as to advertising should be 
final, with the proviso that each journal is autono- 
mous to the extent that it may accept from the prod- 
ucts approved by the Executive Committee only such 
articles as are approved by its own publication com- 
mittee, as is now in vogue as to alcohol and tobacco 
products. In other words, if a journal so desires, it 
may limit its advertising strictly to council approved 
products. 


The results of their discussion was that they 
chose No. 2 for their course of action. 

The next day they met with the Board of Trus- 
tees.. The Trustees informed them that it was their 
intention to maintain their standards as laid down 
by the Council on Pharmacy and members of this 
Council explained their viewpoint. Apparently 
there was no intention to “liberalize” their action 
on disputed products. The Trustees also announced 
that they had removed the Managing Director of 
the Bureau who had served since its inception. This 
came as a startling piece of news to all connected 
with the state journals. The Advisory Board evi- 
dently had not been corisulted and knew no more 
than the humblest official of the journal of the 


and al his expenses were paid from the money 
which we, the state journals, had earned. 

The immediate cause of dispute is the question 
as to what things shall be advertised in the state 
journals. Here the situation seems illogical. The 
editor of the Journal of the American Medical As- 
sociation, whose books advising people regarding 
illness are published by the thousands, has admitted 
that he has used in his family well-known pharma- 
ceutical products that we cannot advertise. And 
yet that journal carries advertisements of a well- 
known brand of cigarettes extolling their medicinal 
value. 

But that is not the major issue. This is supposed 
to be a Cooperative Medical Advertising Bureau. 
We have small Latin and less Greek, but we know 
that “cooperative” means working with. The tele- 
gram mentioned above said in no uncertain terms 
that we had better play with the trustees—or else. 
Working with them is something else. Members 
of our “advisory committee” drop their practices 
and travel without pay to Chicago from points as 
far away as Colorado, West Virginia and New 
England. The trustees consulted with them not at 
all before announcing that they would probably dis- 
band the Bureau at a few months notice. What 
matter could there be more vital to our interests 
than the firing of the business manager of the 
Bureau and the hiring of his successor? Yet the 
job had been done before we started for Chicago, 
and one long business meeting had been solemnly 
gone through with before the “advisory committee” 
learned of it. If there is a male hormone that has 
passed the Council on Pharmacy, this thoroughly 
emasculated committee needs treatment. 

All this may seem to our readers a bald and un- 
convincing narrative of medical politics in Chicago, 
but advertising means much to this journal. We 
hope and believe that you all study our advertising 
pages. Undoubtedly some of you find them more 
interesting than the editorial pages. Of course; 
great corporations spend much money to make 
them so. But don’t forget that medical men have 
reason to believe these products are worthy or they 
do not get access to our pages. 

The A. M. A. protests vigorously against the cen- 
tralization of authority at Washington in the con- 
duct of medicine. Where could a more perfect 
example be found of a “dogmatic totalitarian hier- 
archy” than the Board of Trustees in their conduct 
of the “Cooperative” Medical Advertising Bureau ? 
The Board of Trustees are a fine group of men 
picked carefully from the best of the profession. 
They make great sacrifices that they may have the 
time and energy to work for organized medicine 
and through it promote the interests of all our 


people. But being human they can make mistakes 
continued on page 31 
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COURT DECISION ON SICKNESS ACT ELIGIBILITY 


I’ what was reported in the press as a decision 
setting a pattern for what claimants may ex- 
pect to receive under the Cash Sickness Act, Su- 
perior Court Judge Patrick P. Curran upheld, on 


- December 5, the contention of the R. I. Unemploy-. 


ment Compensation Board which administers the 
act, that individuals capable of performing any 
services for wages are not eligible for cash sickness 
benefits. 

This decision, which is reprinted in its entirety 
below, resulted from an appealed decision of the 
Unemployment Compensation Board which, after a 
hearing last June, sustained a claims examiner and 
refused to renew the $18 weekly cash sickness pay- 
ments the claimant had received up to May 5. The 
worker involved in the case claimed to have received 
a back injury on November 28, 1944, lifting a bag 
of cement, and it was his contention that he had 
not recovered from the injury and being unable to 
work was entitled to cash sickness benefits. He is 
receiving workmen’s compensation benefits because 
of the injury. 

Counsel for the Unemployment Compensation 
Board presented its stand that the claimant was 
able to do some form of work and therefore was 
not entitled to cash sickness payments. 

This court decision brings to the fore again the 
opinion made by the Rhode Island Medical Society 
(see R.I.M.J., Vol. 28, No. 2, February, 1945) 
that the definition of sickness as amended, in the 
Cash Sickness Compensation Act, presents a con- 
flicting statement. As originally written the defini- 
tion stated 

“(13) Sickness. An individual shall be deemed to be 

sick in any week in which, because of his physical or 

mental condition, he is unable to perform any services 
for wages.” 

Then, in 1943, the act was amended by the addi- 
tion of the following proviso to this definition: 

“PROVIDED, however, that an individual shall be 
deemed to be sick in any week when such sickness 
prevents him from being able to perform his regular 
services, even though such employee is paid his regular 
wages or parts thereof by his employer for such absence 
due to sickness.” 

Judge Curran poses a thoughtful question worthy 
of Assembly review when he asks “What is the 
meaning of the amendment of this Subsection 13 
of Section 2 created by the addition of the amend- 
ment of 1943? The conflict between inability to 


perform any services for wages in the original 
clause and the inability to perform regular services, 
in the proviso, can lend itself to interpretations 
that may well be far from the intent of the sponsors 
of the act and of the amendments. 

The purchaser of private insurance is entitled to, 
and can get, a specific and definite explanation of 
what constitutes disability in his policy. There are 
three more or less commonly used definitions of 
total disability in insurance contracts. One is “in- 
ability to engage in your own occupation” which 
would not prevent a beneficiary from earning in- 
come in some other way while disabled. Another 
provides benefits only on “inability to engage in any 
gainful occupation”, which does not mean (as well 
established by precedent) that the claimant could 
be forced to engage in a menial task or work with 
which he is unfamiliar, but which would deny him 
benefits if he earned a reasonable income from a 
source other than what might have been his pre- 
vious regular work. The third definition is that 
which makes total! disability the “inability to engage 
in any occupation or employment for wage or 
profit”. This is restrictive and lends itself under 
certain conditions to unfair interpretations, for 
many disabilities could destroy the ability to con- 
tinue a regular occupation but would not neces- 
sarily render a person unable to perform or engage 
in some other kind of work. 

While the recent court decision will undoubt- 
edly provoke much discussion on the question of 
eligibility for benefits under the state compulsory 
program, it would appear that the sickness defini- 
tion should be rewritten by the General Assembly 
at the current session to clarify the present mis- 
understandings. 


The decision of Judge Curran follows: 
(COPY) 
ProvipENCE SC. SUPERIOR COURT 
Loreto Susi 
vs. P. A. 2112 
UNEMPLOYMENT COMPENSATION 
Boarp oF R. I. 
Superior Court 
Providence, R. I. 
December 5, 1945 
Jupce Curran: In this case I find as a fact that the 
original petitioner, the petitioner Loreto Susi, was until 
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COURT DECISION ON CASH SICKNESS 


May 5, 1945, unable, within the meaning of Subdivision 13 
of Section 2 of this act, to perform any services for wages 
and that since that date he has not been able to perform the 
regular services which he had theretofore performed re- 
ferred to in the subsection, for consideration, as his regular 
serviees; but that -he has been able to do other work for 
which if he could secure it, he would be able to earn com- 
pensation-wages. And so I think that squarely raises the 
question—What is the meaning of the amendment of this 
Subsection 13 of Section 2 created by the addition of the 
amendment of 1943? 

Now, it seems to me that reading the whole of that addi- 
tional language, beginning with the words “Provided, how- 
ever” that the legislature was intending to deprive the 
Board which passes upon these claims of the right to say 
that a man has not suffered any loss by reason of his illness 
and therefore was not entitled to compensation or that he 
had sustained only a partial loss and was entitled to com- 
pensation only commensurate with his loss, or proportion- 
ately commensurate with his loss, in view of the amount 
that he would be entitled to as unemployment compensation. 

If the Board, before passage of this amendment, had 
before it the case where a man was not able to perform his 
regular work but notwithstanding that was getting his pay 
in full, he would not be suffering, conceivably, any money 
loss, and the Board might question, conceivably, there, that 
he was not entitled to compensation because there was 
nothing to compensate, he had suffered no loss. 

Now the legislature goes along and in 1943, I think, de- 
prives the Board of the right or power to say that and says 
that when a man is unable to perform his regular services, 
even though he is paid for his regular services, in whole or 
in part, he is still entitled to compensation if he is sick, 
within the original definition of sickness as set out in the 
first clause of that statute, and the result of that is that 
when a man is able to perform any compensable services— 
service for which he can receive compensaion, he is not 
entitled to compensation of a sick man under the provisions 
of this act. 

I think that the decision of the Board is in accordance 
with this interpretation of the law. The appeal is denied 
and dismissed. The appellant may have an exception, and 
the stenographer will write out this decision in this par- 
ticular case and a decree may be entered. 


ADVERTISING IN STATE MEDICAL JOURNALS 
continued from page 29 

and they are wrong in the manner in which they 

have handled the “Cooperative” Medical Adver- 

tising Bureau. 


A HOSPITAL FOR KENT COUNTY 

The Kent County Medical Society has taken 
forceful leadership with its appointment of a com- 
mittee to study the question of a hospital which will 
serve the needs of Kent County, an area which is 
more or less geographically suited to be a self- 
sustaining unit from the point of medical care. The 
population five years ago numbered close to 60,000, 
and with a strong trend towards suburban housing 
in the area it is estimated that within the next five 
years it will increase to 100,000. 

The present hospital situation in the State does 
not adequately begin to solve the medical needs of 
Kent County. As a result the medical profession 
in that area has long been concerned with the ques- 
tion of a local hospital, possibly to be located in the 
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vicinity of Greenwood where it would be within 
a twenty minute auto drive from any point in the 
county. Such a location would also provide close 
proximity to Providence where well-trained special- 
ists would be available to staff the hospital ade- 
quately with consulting experts. 

The location of a hospital in Kent County would 
in some measure relieve the increasing demand 
upon the hospitals in the Greater Providence area, 
and with the Blue Cross Program continually ex- 
panding it would appear that an adequate support- 
ing income for maintenance would be available. 

With the City of Warwick and the surrounding 
towns in the County planning war memorials for 
returning veterans it would appear that no finer 
tribute could be planned than that each community 
contribute a unit toa Memorial Kent County Hos- 
pital for the improvement of health service to every 
citizen. 


RHODE ISLAND 
CASH SICKNESS FUND 
Receipts 


1944 
$ 


714, 511.59 

22,871.05 
536,426.78 
652,625.83 

11,774.10 
419,054.70 
679,346.34 


1945 


279,488.25 
357,327.50 


438, 179.50 
341,409.64 
374,163.25 
376,449.87 331,459.75 


$4,735,487.76 $4,361,581.24 
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May 5, 1945, unable, within the meaning of Subdivision 13 
of Section 2 of this act, to perform any services for wages 
and that since that date he has not been able to perform the 
regular services which he had theretofore performed re- 
ferred to in the subsection, for consideration, as his regular 
services, but that he has been able to do other work for 
which if he could secure it, he would be able to earn com- 
pensation-wages. And so I think that squarely raises the 
question—What is the meaning of the amendment of this 
Subsection 13 of Section 2 created by the addition of the 
amendment of 1943? 

Now, it seems to me that reading the whole of that addi- 
tional language, beginning with the words “Provided, how- 
ever” that the legislature was intending to deprive the 
Board which passes upon these claims of the right to say 
that a man has not suffered any loss by reason of his illness 
and therefore was not entitled to compensation or that he 
had sustained only a partial loss and was entitled to com- 
pensation only commensurate with his loss, or proportion- 
ately commensurate with his loss, in view of the amount 
that he would be entitled to as unemployment compensation. 

If the Board, before passage of this amendment, had 
before it the case where a man was not able to perform his 
regular work but notwithstanding that was getting his pay 
in full, he would not be suffering, conceivably, any money 
loss, and the Board might question, conceivably, there, that 
he was not entitled to compensation because there was 
nothing to compensate, he had suffered no loss. 

Now the legislature goes along and in 1943, I think, de- 
prives the Board of the right or power to say that and says 
that when a man is unable to perform his regular services, 
even though he is paid for his regular services, in whole or 
in part, he is still entitled to compensation if he is sick, 
within the original definition of sickness as set out in the 
first clause of that statute, and the result of that is that 
when a man is able to perform any compensable services— 
service for which he can receive compensaion, he is not 
entitled to compensation of a sick man under the provisions 
of this act. 

I think that the decision of the Board is in accordance 
with this interpretation of the law. The appeal is denied 
and dismissed. The appellant may have an exception, and 
the stenographer will write out this decision in this par- 
ticular case and a decree may be entered. 
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and they are wrong in the manner in which they 

have handled the “Cooperative” Medical Adver- 

tising Bureau. 


A HOSPITAL FOR KENT COUNTY 

The Kent County Medical Society has taken 
forceful leadership with its appointment of a com- 
mittee to study the question of a hospital which will 
serve the needs of Kent County, an area which is 
more or less geographically suited to be a self- 
sustaining unit from the point of medical care. The 
population five years ago numbered close to 60,000, 
and with a strong trend towards suburban housing 
in the area it is estimated that within the next five 
years it will increase to 100,000. 

The present hospital situation in the State does 
not adequately begin to solve the medical needs of 
Kent County. As a result the medical profession 
in that area has long been concerned with the ques- 
tion of a local hospital, possibly to be located in the 
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vicinity of Greenwood where it would be within 
a twenty minute auto drive from any point in the 
county. Such a location would also provide close 
proximity to Providence where well-trained special- 
ists would be available to staff the hospital ade- 
quately with consulting experts. 

The location of a hospital in Kent County would 
in some measure relieve the increasing demand 
upon the hospitals in the Greater Providence area, 
and with the Blue Cross Program continually ex- 
panding it would appear that an adequate support- 
ing income for maintenance would be available. 

With the City of Warwick and the surrounding 
towns in the County planning war memorials for 
returning veterans it would appear that no finer 
tribute could be planned than that each community 
contribute a unit toa Memorial Kent County Hos- 
pital for the improvement of health service to every 
citizen. 
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CASH SICKNESS FUND 


Receipts 
1944 

$ 331,288.95 
711,224.16 
19,737.82 
497,163.80 
714,511.59 
22,871.05 
536,426.78 
652,625.83 
11,774.10 
419,054.70 
679,346.34 


$4,596,025.12 


Benefits 
1944 
$ 288,082.99 
304,062.08 
324,997.31 
347,469.76 
598,691.00 
629,753.00 
521,233.50 
526,306.25 
408,754.25 
409,687.75 
376,449.87 331,459.75 


$4,735,487.76 $4,361,581.24 


1945 
$ 275,963.89 
687,564.82 


376,722.52 
537,248.22 


$4,408,813.05 


566,351. 

495,147.50 
468,271.25 
438,179.50 
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7. secondary anemia, administration of 
iron alone rarely proves sufficient to pro- 
mote rapid hemoglobin restoration. Clinical 
experience has shown that the efficacy of 
anemia therapy is measurably improved by 
supplying B vitamins in adequate amounts, 
in addition to highly available iron. 


Livitamin presents: B-VITAMIN FAC- 
TORS occurring in fresh liver concen- 
trate and rice bran, fortified with synthetic 
thiamine, riboflavin, niacinamide, pyridox- 
ine, and pantothenic acid; IRON in highly 
available colloidal form, virtually free from 
untoward influence upon the gastrointes- 
tinal tract; LIVER (as liver concentrate), 
containing the liver-fraction in which the 


recognized antianemia principle is found. 


When blood loss or destruction is ex- 
cessive (hemorrhage, severe infections, 
etc.), when there is an increased demand 
upon blood-forming organs as in preg- 
nancy, or when nutritional deficiencies re- 
sult in hypochromic anemia, Livitamin 
supplies effective therapy directed against 
the various mechanisms involved. 


Livitamin (a highly palatable liquid) 
is supplied in 8-0z. bottles 


THE S. E. MASSENGILL COMPANY 


Bristol, Tenn.-Va. 


LIVITAMIN 


NEW YORK SAN FRANCISCO ° KANSAS CITY CO 
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DOCTORS AT WAR 


WELCOME HOME! 


The Rhode Island Medical Society reports the following Rhode Island physicians as 
honorably released from active duty, most of whom have resumed the private practice 
of medicine in this State as of January 10,1946. Additional listings will be made each 
month and members are urged to report promptly upon their return to Rhode Island. 


MICHAEL ARCIERO, M.D., 225 Admiral Avenue, Provi- 
dence 

— R. BALDRIDGE, M.D., 454 Angell Street, Provi- 

ence 

VINCENT A. BIANCHINI, M.D., 1242 Cranston Street, 
Cranston 

GEORGE E. BOWLES, M.D., 155 Thayer Street, Providence 

KENNETH BURTON, M.D., 124 Waterman Street, Provi- 
dence 

Jarvis D. CASE, M.D., 28 Hoxsie Court, Phoenix 

SAMUEL D. CLARK, M.D., 366 Hope Street, Bristol 

GEORGE F. CONDE, M.D., 137 Academy Avenue, Provi- 
dence 

FRANK B. CuTTS, M.D., 124 Waterman Street, Providence 

Eric DENHOFF, M.D., 187 Waterman Street, Providence 

PALMINO DIPIPPO, M.D., 1536 Westminster Street, 
Providence 

ROBERT W.. DREW, M.D., 391 Main Street, Warren 

JOHN S. Dzios, M.D., 200 Olney Street, Providence 

PETER C. ERINAKES, M.D., 119 Washington Street, West 
Warwick 

JosEPH C. FLYNN, M.D., 559 Cranston Street, Providence 

DAVID FREEDMAN, M.D., 224 Thayer Street, Providence 

SOLOMON L. FRUMSON, M.D., Monument Square, Woon- 
socket 

JOHN A. GORMLY, M.D., 187 Academy Avenue, Provi- 
dence 

JAMES P. HEALY, M.D., Fanning Building, Pawtucket 

KIERAN W. HENNESSEY, M.D., 520 East Avenue, Paw- 
tucket 

WILLIAM -V. HINDLE, M.D., 655 Broad Street, Providence 

HUBERT HOLDSWORTH, M.D., 225 Hope Street, Bristol 

JOHN D. HUBBARD, M.D., 162 Angell Street, Providence 

WILLIAM N. HUGHES, M.D., 112 Waterman Street, Provi- 
dence 

GEORGE A. KEEGAN, M.D., 34 Hamlet Avenue, Woon- 
socket 

HuGH E. KIENE, M.D., Charles V. Chapin Hospital 

HERMAN A. LAWSON, M.D., 454 Angell Street, Providence 
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THE COMPULSORY PROPOSAL.... 


How Can We Assure Adequate Health Service for All The People? 


(Abstracts from an address by Arthur J. Altmeyer, Chairman, Social Security Board, 
at the First Annual Conference of Presidents and other Officers of State Medical 
Societies, sponsored jointly by the California Medical Association and the Michigan 


State Medical Society, at Chicago, December 2, 1945) 


A the outset, may I state plainly my opinion that 
there is no disagreement among us in our de- 
sire and determination that everybody, regardless 
of financial circumstances, shall be able to have 
adequate health services—meaning essential serv- 
ices of good quality. None of us wants to see any- 
body suffer or die for lack of medical care. 

T believe also that the standards of good medical 
practice and of good hospital care in this country 
are probably second to none in the world today. 
The medical profession and hospital administra- 
tors have a right to be proud of the great progress 
these standards represent. 

It is also true that, with few exceptions, the 
death rate in this country has declined year after 
year, particularly since the turn of the century. In 
1900 there were 17 or 18 deaths per thousand of 
population, as compared with: 11 per thousand in 
1940. This is indeed notable progress. 

Since all this is true, it may be asked “Why is it 
necessary to embark on a national health pro- 
gram?” And, especially, “Why is it necessary for 
the Government to assume major responsibility ?” 

The answer is twofold. In the first place, while 
we have made notable progress in reducing the 
death rate in this country, we are not the healthiest 
nation in the world. In the second place, while we 
have achieved high standards in medical and hos- 
pital care, this high-quality care is not within the 
actual reach of large numbers of our people. Put- 
ting it bluntly, there are many Americans this very 
minute who are suffering and dying needlessly for 
lack of medical care. 

The statement has been made many times that 
we are the healthiest nation on earth, but statistics 
for the years just preceding the war show con- 
clusively that we are not. Probably the best single 
measure of our relative health status is the infant 
mortality rate. In terms of this index, we stood 
seventh. Moreover, the comparisons in general 
were increasingly unfavorable to us as we pro- 
ceeded from the death rates for infants to those of 
older groups of our population. 

* * * 


In addition, we should not draw too much satis- 
faction from the fact that our death rate has de- 


clined markedly since the turn of the century. We 
should not forget that about 70 percent of the re- 
duction was made by 1920 and almost all of it by 
1930. We must also remember that the major part 
of the reduction in death rates has been due largely 
or almost wholly to the reduction in deaths from 
infectious diseases that are susceptible of mass 
control. If we are to have anything like a similar 
improvement in death rates in the future, we must 
not only expand our efforts in the mass control of 
infectious diseases but also assure more nearly uni- 
versal access to individual medical care of non- 
infectious diseases. 

What should concern us more than comparisons 
with other nations or with former years is the fact 
that we have done much better in protecting health 
in some places than in others, for some types of 
diseases than for others, and for some groups of 
the population than for others. The real measure 
of our past accomplishments and of our future 
opportunities is what we can do with our available 
knowledge. (As this group well knows in many 
parts of the country and among many groups of our 
people, death rates are far higher than they need 
he. ) 

* * * 


Infant mortality illustrates similar wide differ- 
ences among the States. In 1943, the State with 
the lowest infant mortality reported 29 deaths per 
thousand live births; the State with the highest 
mortality had more than 3 times that rate. In some 
half-dozen States with the highest infant death 
rates, at least half the babies who died could have 
been saved had they been fortunate enough to have 
been born in areas where conditions were more 
favorable for their survival. 

In this connection, the relationship between in- 
fant mortality and medical attendance at birth de- 
serves mention. In the 10 States with lowest in- 
fant mortality in 1942, 88 percent of the births in 
that year took place in hospitals and less than 1 
percent of the births lacked medical attendance. In 
contrast, in the 10 States with the highest infant 
mortality, only 47 percent of the births were in 


hospitals, and 12 percent had no medical attendance. 
continued on page 39 
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THE VOLUNTARY WAY 


THE VOLUNTARY WAY... 


Expansion of Volutary Group Health Care Programs 


(Abstracts from an address by Joseph H. Howard, M.D., President of the Con- 
necticut State Medical Society, at the First Annual Conference of Presidents and 
other Officers of State Medical Societies, sponsored jointly by the California Medical 
Association and the Michigan State Medical Society, at Chicago, December 2, 1945) 


the time for argument has almost run 
out. The time for action is here, and those 
who know what the evils of compulsory insurance 
would be must be prepared to meet constructively 
the benefits which are sought, through a compre- 
hensive medical care program on a national basis. 

There is an axiom of politics which the late Al 
Smith used to quote even though he may not have 
heen the originator of it, and it said: “You can’t 
heat somebody with nobody.” 

It is not my function at this time to marshal the 
arguments against Government control of the care 
of private health. Those arguments are impres- 
sive, but we must realize that a need exists for 
hetter provision for building the national health, 
and it is up to the medical profession to take the 
leadership in doing it or to surrender the responsi- 
bility to those in whose hands we would not like 
to see it placed. 

“States’ Rights” has been an issue in the political 
life of our country ever since it was founded. Great 
leaders have joined the issue on this question, but 
our own Governor Baldwin of Connecticut and 
other fore-sighted leaders of poltical and economic 
thought have said that the only way that states’ 
rights can be maintained as against the ever- 
increasing power of the Federal Government and 
its incursion into the lives of all of the people, is 
by meeting the needs of our people promptly and 
better than can be done by the National Govern- 
ment. 

We have seen many of the things that Federal 
control can do to our daily lives, in the effect of 
the regulations under which we worked during the 
war just closed. We can observe the efforts of the 
ardent advocates of a more powerful Federal Gov- 
ernment in many phases of our daily lives,— the 
efforts to federalize education, the efforts to fed- 
eralize all hiring and firing, the “ceilings” on prices, 
wages, and, in fact, almost everything that effects 
our daily lives. 

President Truman, in his historic report on his 
conference with the heads of the other great powers 
at Potsdam, stated, ‘““The war has shown us that 
we have tremendous resources to make all the ma- 
terials of war. It has shown us that we have skill- 
ful workers, managers, and able generals, and a 


brave people capable of bearing arms. The new 
thing, the thing we have not known, the thing we 
have learned now and are never forgetting is this 
—that a society of self-governing men is more 
powerful, more enduring, more creative, than any 
other kind of society, however disciplined, how- 
ever centralized. We know now the basic proposi- 
tion of the work and dignity of man is not a senti- 
mental aspiration or a vain hope or a piece of 
rhetoric. It is the strongest and most creative force 
now present in this world.” 

This does not sound like the same Mr. Truman 
who gave us the socialized medical program of last 
week. 

On the very day that President Truman sent his 
message concerning a National health program to 
Congress, Senator Wagner, in introducing the new 
Bill, accompanied his remarks by a statement which 
he inserted in the Congressional Record, purport- 
ing to give the “answers” to questions which had 
been raised or would be raised about the prepaid 
medical care provisions of his proposed ‘National 
Health Act of 1945,” and to the question about 
“socialized medicine,” Senator Wagner said, “The 
bill does not provide for ‘socialized medicine’ if by 
the term is meant medical care furnished by gov- 
ernment doctors, free of charge.” 

You will see that this is a very narrow defini- 
tion, and you will see further by an examination of 
the bill, that 7s socialized medicine. 

Yet, the President has taken the words of Sena- 
tor Wagner and said, “This is not socialized medi- 
cine. We do not want socialized medicine.” 

Well, it is federalized medicine, and this nation 
has had some rather unpleasant experience with 
federalized medicine during the war, with some of 
the medical programs carried out under the Chil- 
dren’s Bureau which were claimed to be merely 
emergency measures that would be required only 
during the war, but they would still be carried on 
after the war under the so-called Pepper Bill. If 
such a program is given to us as non-socialized 
medicine, you can be sure that it is inevitably a 
step towards socialized medicine, if the doctors 
agree to the present program. 

Under the cloak of the favorite expression, “free 


choice of physicians,” the bill covers some danger- 
continued on page 49 
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a Clinical supply 


If you would like a supply of sample-size 
Benzedrine Inhalers—free of charge and without 
obligation—just write “Six Inhalers” on your, pre- 
scription blank and mail to Smith, Kline & French 
Laboratories, Dept. 27, 429 Arch St., Phila. 5, Pa. 


sample size 
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THE COMPULSORY PROPOSAL 
continued from page 37 


The Financial Barrier to Adequate Medical Care 


The availability or absence of medical care is 
not the only reason for these and other differences 
in the security of life in the United States. Differ- 
ences in economic circumstances, and consequently 
in housing and living conditions, no doubt contrib- 
ute to the differences in death rates. No economic 
factors, however, are as significant as the avail- 
ability of public and individual provision of health 
and medical services. 

It is still commonly said that the poor and the 
rich get the best care. This oft-repeated generaliza- 
tion has caused much confusion. The fact is that 
poor people have more illness and have higher death 
rate than the well-to-do, but they receive far less 
medical care per family and per case of sickness. 
Poverty, illness, and inadequate medical care go 
together. The National Health Survey, conducted 
by the United States Public Health Service in the 
winter of 1935-36, showed that there were 2% 
times as many days of disability among persons on 
relief as among those having a family income of 
$3,000 or more. The number of days lost by per- 
sons not on relief but with a family income of less 
than $1,000 was twice that experienced by those 
with a family income of $3,000 or more. 

This Survey also showed that while there was 
much more serious disability among those with the 
least income, a substantially larger proportion 
among them than among those in the higher in- 
come brackets failed to receive any medical atten- 
tion whatsoever. 

* * * 


Government Responsibility for Meeting 
Health Needs 


If we agree that nobody should suffer or die for 
lack of access to medical care, do we not have an 
obligation to break down the financial barriers be- 
tween sick people and their doctors and hospitals? 
Is a democratic government meeting its full re- 
sponsibility if the primary essential of human exist- 
ence—the health of the people—is not safeguarded 
and improved to the utmost extent that medical 
science and our resources make possible ? 

That this is an accepted responsibility of govern- 
ment is recognized by the fact that our government 
has already gone a considerable distance in protect- 
ing and promoting the health of the people. In 
addition to public sanitation and public health 
services, we have provided public medical services 
for the indigent, though with widely varying de- 
grees of adequacy in different localities. Nor has 
governmental assistance for medical care been 
limited to indigents. In 1944, 85 percent of all the 
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beds in tuberculosis hospitals were in government- 
operated institutions. Hospitalization for persons 
afflicted with nervous and mental disease has be- 
come almost exclusively a government function, 
and this hospitalization has by no means been lim- 
ited to the indigent. 

Even in the field of general hospital care the role 
of government has become increasingly important. 
In addition to the hospitals for veterans and other 
wards of the Federal Government, about 28 percent 
of all the beds in general and special hospitals are 
in government-owned institutions. 

Through workmen’s compensation laws, the 
State governments and the Federal Government 
have assured medical services for work-connected 
accidents and diseases. 

Of course the Federal Government has always 
been responsible for the medical services of the 
armed forces . In addition, it has provided hospital 
and medical care for merchant seamen for a cen- 
tury and a half. For more than a quarter of a cen- 
tury special provision has been made to assure hos- 
pital and medical care for veterans. This activity 
is destined to grow by leaps and bounds. Thus, it is 
estimated that in the next 30 to 40 years the govern- 
ment will be providing hospital and medical care 
for 15 to 20 million veterans. 

Under the Social Security Act, the Federal Gov- 
ernment has made grants-in-aid to States for ma- 
ternal and child health services, services to cripple 
children, and State and local public health services. 
It also has been providing funds for the control of 
venereal diseases. 

Since 1942 the Federal Government has been 
paying for the maternity and infancy care of the 
wives and infants of servicemen. During the last 
fiscal year the expenditures under this program 
alone amounted to $45 million. 

Last year the new Public Health Service Act 
became law, increasing the financial support for 
public health and for research and authorizing a 
new, large-scale attack on tuberculosis. All-in-all, 
in 1944 governmental expenditures — Federal, 
State, and local — for public health and medical 
services, exclusive of medical care for the armed 
forces, totaled nearly a billion dollars, or one-fifth 
of all the expenditures for health and medical care 
in the United States. 

Thus it is apparent that the question before us 
is not whether the government should assume re- 
sponsibility for protecting and promoting the health 
of the people, but rather how much further the 
government should go in meeting that responsi- 
bility. 


President Truman’s Health Message 


The President of the United States has placed 


his views before the Congress in his Message of 
continued on page 43 
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Roentgenographic studies after _ 


barium meals may do much to qualify a laxative 
for your further consideration. For your inspec- 
tion, excellent visual records are available in 
support of EMopEx. Nevertheless, every physician 
knows that such studies are not the final proof of 
laxative action, The final proof lies in your own 
experience. On request, you will receive a free, 
full-size trade package of EMopEX for trial in 
your practice. 


Each EMODEX tablet contains aloin 1/12 gr., extract cascara 
sagrada 1% gr., extract rhubarb 14 gr. and phenolphthalein 4 
gr. with excipients and coating. It is indicated in habitual or 
chronic colon constipation. 


DOSAGE: Adults: 3 tablets with water at bed- 
time. Older children: 1 or 2 tablets. Caution— 
any laxative is contraindicated if symptoms 
of appendicitis or intestinal obstruction are 
present. 


HOW SUPPLIED: Bottles of 50. tablets. 


Emodex is not advertised to the laity 


CHARLES RAYMOND & CO., Inc. 

381 Fourth Avenue, New York 16, N. Y. 
Dear Sirs: Please send literature and a free, full- 
sized trade package of EMODEX. 

1 1 am also interested in bronchial asthma 
therapy. You may include corresponding mate- 
rial on PARASMA, 


_ Dr, 


Adda 
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THE COMPULSORY PROPOSAL 

continued from page 39 
November 19, in which he outlined a national health 
program. ...I shall discuss only the proposal for 
a Nationwide system of health insurance, since that 
is the most controversial and is probably of the 
greatest concern to practicing physicians. 


The question is whether it is still necessary for 
the government to take some action to spread the 
cost of medical care for self-supporting individual 
families if it does these other things, concerning 
which there is more or less general agreement. 
That is to say, would it be enough if the Federal 
Government expands its public health and maternal 
and child health programs, makes certain that hos- 
pitals, health centers, clinics and diagnostic facili- 
ties are available in every part of the country, and 
finances the cost of providing care of the indigent? 
If all that is done, why cannot the normally self- 
supporting families be expected to pay for their 
own medical care either directly or through volun- 
tary insurance plans of one kind or another? These 
are questions that deserve careful consideration. 


* * * 


If sickness were predictable and if it affected 
families equally, the problem of paying for needed 
medical services would be less serious. But, as we 
al know, sickness costs often come suddenly, unex- 
pectedly, and in large amounts. One illness may 
involve a cost of only a few dollars and another ill- 
ness may require more than the family income for 
weeks, months, or even years. No one knows when 
an illness may strike or how much it will cost. 


Spreading the Cost of Medical Care 


The only way most of the American people can 
meet this problem is by spreading the cost of medi- 
cal care over sufficiently long periods of time and 
among large enough groups of persons so that the 
cost will not be unbearable in the individual case. If 
this were done, and the average amount were ad- 
justed according to income, the cost of adequate 
care would not be unbearable even for persons with 
relatively small incomes. 


* * * 


If the problem is to spread the cost of medical 
care, the question remains why can’t we rely on 
the individual to obtain his own insurance? Hard 
facts spell the answer. The poor cannot afford to 
pay the full insurance premium. Most of those who 
are normally self-supporting have immediate wants 
which press on them to the exclusion of protection 
against future possible costs that may not actually 
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occur. In other words, our day-to-day wants and 
necessities induce us to take a chance. 
* * * 


It is possible that, altogether, about 40 million 
persons have some voluntary protection against the 
costs of hospitalization or medical services. While 
this protection is significant, the available figures 
indicate that voluntary insurance alone does not 
assure adequate protection for most Americans 
against the cost of medical care. Moreover, when 
we consider the economic status of those who now 
have such protection and of those who do not have 
it—but do experience more frequent and serious 
illnesses—it becomes all the more evident that vol- 
untary insurance is not a complete or adequate 
answer to this national problem of spreading the 
costs of medical care. 


Distinction Between “State Medicine” and 
Health Insurance 

There are two possible ways in which the gov- 
ernment can undertake to spread the cost of medical 
care. One is through providing medical care free 
of charge to the recipient, financing it through gen- 
eral taxation. The other way is through a system 
of health insurance, financed largely through con- 
tributions by potential beneficiaries and their em- 
ployers. Under the first approach, medical care 
would be provided just as education is now pro- 
vided. The practitioners would probably be for the 
most part salaried officials employed by the agency 
of government providing the medical services. 
Such a system is usually termed “state medicine” 
and sometimes “socialized medicine.” However, 
these terms are so indefinite and confused that they 
are sometimes used to cover not only public sani- 
tation, public health services, and medical services 
provided by government for specific groups in the 
population, but also health insurance. 

It is essential for clear thinking that the distinc- 
tion between state medicine and health insurance 
be kept in mind. State medicine implies medical 
services provided by physicians employed by the 
government ; health insurance, on the other hand, 
implies a system whereby medical service is pro- 
vided by private, competitive practitioners who are 
reimbursed from a special insurance fund for the 
services they render. In other words, state medi- 
cine is not only a system for spreading the cost of 
medical care but also a system of medical practice ; 
in contrast, health insurance is a system for spread- 
ing the cost of medical care and does not replace 
the competitive private practice of medicine. Only 
the Union of Soviet Socialist Republics has a na- 
tional system of state medicine; more than thirty 
countries have national system of compulsory 
health insurance. 

continued on page 45 


herapeutic of Bivalent Iron 


(A) Completely effective therapeutic response (re- 
turn to normal blood values) was obtained in an 
average of 13.7 days of Mol-lron therapy. 

(B) Ferrous sulfate therapy failed to produce normal 
hemoglobin values after an average of 20.3 days. 


(A) The Mol-lron treated group received an average 
total of 3.528 Gms. of bivalent iron to produce the 
sought for result (return to normal blood values). 


Average Daily Hemoglobin Increase (E) While an average ingestion of 7.871 Gms. of 
ae ill MNES, bivalent iron failed to achieve an optimal response 


MOL-IRON (0.36 Gm%) in the ferrous sulfate treated group. 


The charts summarize the results of a controlled 
study of comparative therapeutic response in post- 
hemorrhagic and nutritional hypochromic anemias. 


FeSO. (0.12 Gm%) 8 


GRAMS 


PER CENT 01 k p ; 4 s The series includes 49 cases treated with Mol- 
lron and 21 with exsiccated ferrous sulfate; the 

(A) The group treated with Mol-lron averaged a results are typical of those observed in treatment 
daily hemoglobin increase of 2.48 per cent (0.36 of iron-deficiency anemias with White's Mol-lron. 


Gm, per cent). 


: (B) The group treated with ferrous sulfate showed _ 
z an average daily gain of hemoglobin of 0.83 per i 2. IRON UTILIZATION IS SIMILARLY 


cent (0.12 Gm. per cent)—a response about one- |” MORE COMPLETE. 
3. CASTRO-INTESTINAL TOLERANCE 
IS NOTABLY SATISFACTORY —even 


among patients who have previously shown 


A specially processed, co-precjpitated com- : 
marked gastro-intestinal reactions follow- 


plex of molybdenum oxidé (3 mg.) and 
ferrous sulfate (195 mg,)~ ing oral administration of other iron prep- 
arations. 


MOL-IRON INDICATED IN: 


Hypochromic (iron deficiency ) anemias 
TABLETS caused by inadequate dietary intake or 
impaired intestinal absorption of iron; ex- 
cessive utilization of iron, as in pregnancy 
and lactation; chronic hemorrhage. 


DOSAGE: One or two tablets three times 
daily after meals. 


Available clinical evidence indicates that, 
in hypochromic anemia, the therapeutic 
response to this highly effective synergistic 
combination—as compared with equivalent 
dosage of ferrous sulfate alone—has_ un- 


usual advantages: Available in bottles of 100 and 1000 
1. NORMAL HEMOGLOBIN VALUES tablets. 
ARE RESTORED MORE RAPIDLY, Ethically promoted—not advertised to 
INCREASES IN THE RATE OF HEMO.- the laity. 


GLOBIN FORMATION BEING AS 
GREAT AS 100% OR MORE IN WHITE LABORATORIES, INC. 
PATIENTS STUDIED. Pharmaceutical Manufacturers, Newark 7, New Jersey 
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It would be possible to have a system of health 
insurance on a strictly state-by-state basis, like 
workmen's compensation, without any assistance 
from the Federal Government. Or it would be 
possible for Congress to enact legislation which 
would create a strong inducement for the States to 
enact such laws, as was done in the case of unem- 
ployment compensation. Or it would be possible 
for Congress to enact a wholly Federal health in- 
surance law. 


Decentralization of Administration 

If Congress enacted a wholly Federal health in- 
surance law, it would still be possible to allow for 
State administration. Contributions to finance the 
health services could be collected along with the 
contributions made under the Federal old-age and 
survivors insurance system without any additional 
inconvenience to employees or employers, and with- 
out additional cost to the Government. The added 
cost of administering health insurance as part of a 
unified social insurance system probably would not 
exceed 5 percent of the total cost of benefits pro- 
vided. 


Free Choice for Patient and Doctor 

The administration of the benefits should be de- 
centralized so that all necessary arrangements with 
doctors and hospitals and public health authorities 
could be subject to adjustment on a local basis. 
The local hospitals and doctors should be permitted 
to choose the method of remuneration which they 
desire. The method of remunerating hospitals 
could be on a fixed per diem basis regardless of the 
cost of the service to the hospital or the patient, or 
it could be on the basis of the actual cost of the 
service to the hospital—within fixed minimum and 
maximum limits, or it could be a combination of 
the two methods. The payment of doctors could 
be on the basis of fee for services rendered or a 
per capita fee per annum, or straight salary—part- 
time or full-time—or it could be some combination 
of these arrangements. 

Besides free choice of method of remuneration, 
the system should provide, of course, free choice 
of physicians and free choice of patients. The pro- 
fessional organizations themselves should be relied 
upon to assist in the maintenance and promotion of 
desirable professional standards. : 


* * * 


Utilization of Voluntary Organizations 


Voluntary organizations that provide health 
services would have an important role under a sys- 
tem of health insurance. So would voluntary co- 
operative organizations that are concerned with 
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paying doctors, hospitals, or others for health serv- 
ices but do not provide these services directly. Spe- 
cifically, medical society plans that provide services 
directly or pay for services rendered could play an 
important part in simplifying administration, pro- 
moting desirable professional relations, and fur- 
nishing—or arranging to furnish—adequate medi- 
cal care promptly and efficiently. 


* * 


Under a system of health insurance, the govern- 
ment could make arrangements to deal with the 
voluntary groups that furnish health services di- 
rectly or pay for services rendered. The simplest 
arrangement would be for the government to re- 
imburse the organization either on an individual 
patient or service basis, or on an estimated total 
cost basis, having regard for the number of insured 
persons that it serves. Such a relationship would 
involve a minimum of control by the Government 
and a maximum degree of independence on the 
part of the group and the members composing the 


group. 
* 

By and large, it seems to me that quality of care 
should improve rather than decline if payment for 
service is guaranteed. It is alleged, however, that 
other characteristic of an insurance system will 
dominate the picture. And one hears about “regi- 
mentation” of doctors, “assignment of patients,” 
“political control,” ete. 

We are agreed, I believe, that the patient shall 
have free choice of doctor, and that the doctor shall 
be free to accept or reject patients. If the fee no 
longer stands between patient and doctor, the com- 
petitive relation between doctors will still remain, 
but it will rest on quality and adequacy of care. 
These are essentials for continuing good care. 
Where then are the issues ? 

One question concerns control over the profes- 
sional aspects of medical practice. This is an ancient 
question—older than the Hippocratic Oath. The 
guidance, the direction, the supervision, the dis- 
cipline of doctors are primarily matters for doc- 
tors to handle. Subject to Government regulation 
through licensure, the responsibility has always 
been yours and should remain yours. No Govern- 
ment officer in his senses would take any other 
position. Just as public licensure gave the profes- 
sion a new opportunity to deal with these problems, 
just as grading of medical schools, registration of 
hospitals, administration of workmen’s compensa- 
tion, and establishment of voluntary insurance 
plans—to mention only a few—gave you new op- 
portunities to. exercise professional controls, so 
inauguration of health insurance gives you still an- 
other in the long evolutionary movement for high 
ethical and qualitative standards. On this broad 
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ous provisions and developments. By the use of 
this expression, the people, it would appear, will 
think that when this bill is passed, they can -call 
their own doctor any time to be taken care of ; but 
they do not tell us in this bill that the “free choice 
of physicians” includes only those physicians who 
are participating in the program. Therefore, if a 
family has a particular family doctor, and he does 
not participate in the plan, that family still will pay 
its taxes under this bill, but they will have to call 
the family doctor and pay him if they want him. 


Another significant thing about the bill and about 
the discussion of it by its porponents is that the 
real cost of the measure is not made clear. No- 
where in the bill is the term “taxes” or “taxation” 
used. The proponents tell us that this is a “con- 
tribution” and not “taxation” of the worker te 
this particular program. Therefore, by using the 
term “contribution” and not “taxation” it will in- 
clude all those non-taxable people who previously 
liad a free choice as to payment for medical care. 


* * 


The way to combat this federalization of medi- 
cine is by the development of voluntary plans in 


the various states. During the legislative session 
of 1945 more than thirty bills proposing cash sick- 
ness benefit plans, or compulsory health insurance 
systems were introduced in twelve state legisla- 
tures. Other bills called for studies of health in- 
surance. 


Under the compulsory type of insurance, of 
course, everybody would be required to pay taxes 
regardless of whether or not he sought medical 
care. Peculiarily enough, the greatest demand tor 
compulsory health insurance comes from those 
states which were best supplied by hospitals and 
physicians. For instance, in New York state there 
were twenty-seven health insurance bills intro- 
duced in the assembly between 1935 and 1945. Yet 
New York has far better medical and hospital facili- 
ties than the average state. On the other hand, the 
Southern states such as Mississippi, Alabama, and 
others, where the need for medical care is most 
acute, have practically no organized demand for 
compulsory health insurance. One may wonder 
what, then is the reason for this movement in New 
York and other states for a compulsory health in- 
surance bill. 


The most powerful single force which is pro- 
noting the demand for compulsory health insur- 
ance is organized labor. The time most conducive 
for this demand is a period of depression. The 
place of such demand is the large industrial center 
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where employment may have declined and where 
earnings may be low. 

The need for improved medical care, particu- 
larly in some areas of this country, may be con- 
ceded and need not be argued. The form that this 
program should take is what is in question, also 
the administration of it, the benefits, and other de- 
tails. Comprehensive statistics on the extent and 
prevalence of disease in the various states have not 
been obtained. Therefore, a complete study should 
be made first. 

In considering any national health program, we 
must think of three major points: First, the need 
for supplying medical care and hospital service 
where none now exists ; Second, the need for better 
sanitation and hygiene; Third, the need for eco- 
nomic development and improvement of the work- 
ing conditions of the people, which will help to 
overcome some of the deficiencies which lead to 
(lisease. 

All these points above are approved by the Amer- 
ican Medical Association, the first as included in 
the Hill-Burton Bill, the medical profession is in 
back of it. Concerning the second point, this is a 
public health measure which should be developed 
by local communities with the aid of states and of 
the United States Public Health Service. The 
third point involves an expanding of our national 
economy, which can be accomplished only by less 
federal control and the encouragement of free 
enterprise. 

In accepting the responsibility for meeting the 
needs of our country for improved health and het- 
ter financing of medical care, medical leaders must 
have certain well-defined and unified objectives, 
and the following are proposed for your considera- 
tion: 

Establish statewide, voluntary, non-profit health 
care programs in every state, based on the free 
choice of purveyor of health care. Such programs 
will vary in each state depending upon the type of 
policy written. For example, an indemnity plan 
for those classified as above the income level by 
each state or regional unit, and a service plan for 
the indigent and low income families by contractual 
arrangement for payment of charges by the county, 
state, or federal government ; a service plan for all 
other governmental categories eligible for health 
care; a service plan for all physicians’ services to 
veterans of the armed forces for all illnesses and 
disabilities eligible under the law. Any further fed- 
eral or state programs for expansion of medical 
service may be developed within the structure of 
the program described here. 

* * * 


Financial responsibility for the care of the in- 
digent tradtionally has been a government func- 


tion, and this must remain with government. Gov- 
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ernment and the medical profession must under- 
take a program for the more effective cooperating 
arrangement in the field of health, so that the in- 
digent may have the same free choice of Doctors 
of Medicine and hospitals as the self-supporting. 


This complex problem is made simple by the pro- 


fessionally administered group health care program. 


Incidentally, use of such a program calls for the 
adoption of a uniform fee schedule which puts an 
end to the unfair practice of forcing physicians to 
accept a fifty per cent discount for the care of gov- 
ernment wards. 

The new philosophy is—‘‘in the light of modern 
conditions, changes, and trends, and the creation 
of new groups and categories—since in the past 
the medical profession has sold its commodity of 
service to government agencies at less than cost,”— 
that the minimal fee in the future shall be com- 
mensurate with the work done.” 

The time is here to withdraw the philosophy of 
a special discount rate to government for care of 
wards of government. 

Another greatly increasing category, the wards 
of government, including veterans, rehabilitated 
persons, crippled persons, etc., will all gain better 
health care from a cooperative arrangement be- 
tween government and the medical profession. The 
extension of the facilities of the Doctors’ volun- 
tary, prepayment health care projects, and the re- 
cent reorganization of the Veterans Administra- 
tion, bring hopeful signs that such cooperation will 
he more than wishful thinking. The home and 
office medical care and emergency hospitalization 
of veterans by private practice of medicine, that is 
the use of the physician-patient relationship, may 
he a boon to the veterans. 

There is no doubt about it, the American people 
want security against unpredictable financial loss 
due to ill health and injuries. At this point, many 
do not seem to know that there are alternatives to 
Government action to far as provision for medi- 
cal care with a convenient method of payment are 
concerned. That is because a part of the medical 
profession has not assumed its full responsibility 
in developing and advancing the voluntary pro- 
gram. 

The development of voluntary medical care pro- 
grams and the experience under these various pro- 
grams can be consolidated to offer the right answer 
to the compulsory medical care program as advo- 
cated by President Truman. 

Voluntary medical care programs are spon- 
sored by state and county medical societies, and 
are increasing every day. There are more than 
forty bureaus for executing such programs in 
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twenty states, and two additional states are organ- 
izing plans at the present time. Of these programs, 
eleven are statewide, and twenty-nine are local. 
Thirty-six are in operation with enrolled sub- 
scribers, while four are in the organizing stage, but 
as yet have no enrollment. 

A conservative aggregate of the enrollment of 
these medical care programs is 2,476,321. How- 
ever, there are only about 8,000,000 persons out of 
a total population of 136,000,000 Americans who 
are covered under the plans, or about six per cent 
of the total population. One of our major objec- 
tives must be to increase this movement rapidly 
and largely if we are to combat the Federal Pro- 
gram. 

A study by the Research Council for Economic 
Security of Chicago, prepared upon data from the 
Health and Accident Underwriters Conference 
shows that more than 40,000,000 Americans are 
estimated to enjoy health and accident insurance 
protection care under voluntary programs, and the 
same study also shows that the rate of growth in 
number of persons protected by health and acci- 
dent insurance policies has been much more rapid 
than the rate of growth in premium income. 

The reason is that health and accident and hos- 
pitalization protection has been made more gen- 
erally available to the working people through the 
rapid development of group insurance. In 1920 
there were about 4,000,000 people covered by vol- 
untary health and accident insurance ; in 1944 there 
were more than 40,000,000. 

The Research Council very properly says, “This 
makes it evident that the percentage of population 
protected is rapidly approaching a figure which 
will refute completely the argument of advocates 
of compulsory governmental programs, that the 
people who really need protection are not being 
reached under the voluntary programs now in 
operation.” 

The objectives, the problems, and the possibili- 
ties of professionally supported prepayment pro- 
grams are everywhere broadly the same. They are 
a product of American medicine as a whole, and 
are not the exclusive development or property of 
any one segment or district or state. They seek to 
solve a problem, national in scope. Therefore, the 
principles which guide this movement for volun- 
tary prepaid medical care are universal, even 
though there may be variations in details. 

Distasteful though it may be, the time has come 
when the medical profession must concern itself 
with economic problems, because if we abandon 
the control of the economy of medicine to some 
authority outside the profession, and particularly 
to the Federal Government, scientific freedom can- 
not survive. ; 


Our political leaders are not unmindful of the 
continued on page 53 
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general state of popular sentiment and opinion in 
favor of some type of health insurance. That is 
why the administration at Washington has moved 
so swiftly for the adoption of the latest version of 
the Wagner-Murray-Dingell Act. If the medical 
profession does not go “all out” in providing the 
medical and hospital care that is needed, it is 
obvious that public demand will encourage the 
political leaders to have the Government provide it. 


In an effort to dramatize poor conditions of health 
among the American pepole, who incidentally are 
the healthiest nation in the world, and have been 
made so by our free independent type of medical 
care, as opposed to “state medicine” in Europe, 
President Truman asserts that ‘‘5,000,00 men were 
rejected from the draft because of some disability,” 
and infers that under a federalized medical pro- 
gram, this number would be cut down materially. 


Of course, in using this fact as an argument for 
federalized or socialized medicine, the proponents 
do not break down those figures to show that a large 
percentage of those rejected were totally disquali- 
fied because of blindness, or deafness, or the loss 
of a limb, nor do they point out that more than 
700,000 had mental or nervous diseases, or that a 
half million were mentally deficient; nor do they 
disclose that in this figure are included hundreds of 
thousands of men who were rejected by selective 
service for certain conditions which socialized 
medicine could not have changed. They do not tell 
you either, that although in the United States, 
thirty-eight per cent of those called for induction 
were rejected, in England, where the standards of 
induction were not so high as those in the United 
States, the rate of rejection was fifty percent, and 
England’s socialized medicine health insurance pro- 
gram has been in operation for a whole generation. 


* * * 


The battle for winning the support of the rest 
of electorate of this country is now on, and it will 
be very largely action and facts which will tell the 
story best. I have pointed out that the people as a 
whole are in favor of some form of health insur- 
ance, but when the cost of the federal program is 
realized, they will be very much opposed to this 
burden, which is likely, under the provisions of the 
pending bill to run to about ten per cent of the en- 
tire national payroll. 


Studies which have been made of the several 
types of prepayment plans sponsored by the physi- 
cians show that the cost of coverage may be esti- 
mated at about one-fourth of the cost of a federal 


program. 


* * 
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I would like to stress the need for a national vol- 
untary prepayment health service plan, uniform in 
general principles, with reciprocity among states, 
so that practically the same benefits are offered in 
any or all parts of the country at approximately the 
same subscription rates, to facilitate enrollment of 
national groups, as well as to permit a continuation 
of coverage to those whose work moves them from 
one section of the country to another. 

Roughly, sixty per cent of the business in Amer- 
ica is on an inter-state basis, and the necessity, 
therefore, of some master plan in the various states 
to cover people moving about from one state to an- 
other is most important. 

I believe, therefore, that the medical profession 
must offer a national medical program which guar- 
antees that the subscriber receive the service he 
needs when he needs it, any place in the United 
States. 

* 

The opportunity is before us, in every state all 
over the country, to show what the voluntary plans 
can do. If the Doctors do not act upon this oppor- 
tunity, evidence that the government will enter the 
field is overwhelming. The hour is late. Govern- 
ment will not wait, because the people will not wait. 
People want a group prepayment program. The 
medical profession, their own Doctors, must sup- 
ply and operate a voluntary program. They will 
expect it. They will prefer it. As Doctors of Medi- 
cine, we should continue to control our own pro- 
fession. We must act with the greatest speed, con- 
sistent with safety and orderly progress, to develop 
group medical care programs. 
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question, health insurance presents not a major 
threat but a new, great opportunity. 

Another question is summarized in the phrases 
about “regimentation,” “a czar over medicine,” etc. 
There is one sure way for the medical profession 
to see that what it doesn’t want doesn’t happen, 
even by inadvertence ; that is to participate in plan- 
ning the program. If you do, I am sure you will 
find you are working side by side with friends of 
the profession. There is no problem here that can’t 
be solved by men of good will. 


Professional Participation and Program Planning 

I hope that I have succeeded in pointing out some 
of the essential differences between a system of 
State medicine and a system of health insurance. 
The first means a change from private medicine to 
public medicine. The second means changing from 
a pay-as-you-are-sick method to a prepayment 
method for spreading the cost of medical care. 

However, even with this essential difference, it 
should be recognized that the medical profession 
has a justifiable concern as to the effect of a sys- 
tem of health insurance on the profession. The 
medical profession has a right to insist that the high 
standards of medical practice achieved in this coun- 
try shall not only be maintained but also encouraged 
to advance as in the past. The medical profession 
has a right to insist that the doctor-patient relation- 
ship shall not be impaired in any way. It has a 
right to insist that its members shall be remuner- 
ated adequately for the services they render. 
Therefore, I believe that the medical profession 
should assist in developing legislation and should 
participate in the administration of the system that 
is enacted. I trust, however, that I may be for- 
given for suggesting that organized medicine in 
this country should not give the impression of un- 
qualified opposition to any governmental attempt 
to spread the costs of medical care. 

* * * 


IN OLNEYVILLE IT’S... 


McCAFFREY wc. 


19 OLNEYVILLE SQUARE 
PROVIDENCE 4, R. I. 


Butterfield’s 
DRUG STORES 


Corner Chalkstone & Academy Aves. 
WEST 4575 


Corner Smith & Chalkstone Aves. 
DEXTER 0823 © 


IN PAWTUCKET IT’S... 


J. E. BRENNAN & COMPANY 


LEO C. CLARK, Prop. 
5 North Union Street Pawtucket, R. I. 


SHELDON BUILDING 
5 Registered Pharmacists 


Strand Optical Co. 


PRESCRIPTION OPTICIANS 


307 STRAND BLDG. 
77 WASHINGTON ST. 


GASPEE 4696 PROVIDENCE, R. I. 


IN WOONSOCKET IT’S... 
Joseph Brown Company 


Specializing in Prescriptions 
and Surgical Fittings 


EIGHT REGISTERED PHARMACISTS 


188 Main Stree: Woonsocket, R. I. 
"If It’s from Brown’s, It’s All Right” 


| 
D 
| 


THE 


brought under contro/ 


Menstruating uterus, 
 cramp-like contractions 
acute pain. 
any and 

after administration 

of Pavatrine. The a. 

are of considerably 
ome tude, and nearer the ba 


Same uterus, 


aiaaiiian balloon tracings reveal that 
Pavatrine has a morphine-like action in counteracting the 
tetanic contractions of essential dysmenorrhea. Symptomatic 


relief is afforded during the period of spasmolytic effect. 


PAVATRINE 


(B-diethylaminoethy! fl 9-carboxylate-h 


Indicated in: 


e Dysmenorrhea due to hypertonicity or excessive contractions. 
e Gastrointestinal Spasm—in gastric, duodenal, colonic. 
e Urinary Bladder Spasm—in cystitis; instrumentation or tenesmus, 


Average Dose: 1 or 2 tablets three times daily. 


Pavatrine is the registered trademark of G. D. Searle & Co.. Chicago 80, Illinois, 


ap 
‘ 
RESEARCH IN THE SERVICE OF MEDICINE 


AMA HOUSE..OF DELEGATES MEETING 


MEETING OF THE HOUSE OF DELEGATES OF THE AMERICAN 
MEDICAL ASSOCIATION, AT CHICAGO, DECEMBER 3-6, 1945 


Report of ALEX M. BurcEss, M.D., Delegate from 
the Rhode Island Medical Society 


¥= delegate attended sessions of the House of 
Delegates and was also privileged to attend the 
Conference of Presidents and other Officers of 
State Medical Societies which was held on Decem- 
ber 2. 

The meetings were all well attended and a great 
deal was accomplished. At the conference of Presi- 
dents and other Officers, four interesting papers 
were presented. The paper by Arthur J. Altmeyer, 
Chairman of the Social Security Board, was in 
reality a well-prepared and clear summary of the 
main provisions of the bill presented by Senators 
Wagner and Murray and Representative Dingell. 
Following this, two clear and forceful communica- 
tions, one by Dr. Howard of Bridgeport, Connecti- 
cut, and one by Dr. Giiman of California were read. 
These stated clearly the point of view of the ma- 
jority of the medical profession, emphasizing the 
harm to the public that would result from compul- 
sory sickness insurance and from federal regimen- 
tation of the medical profession. Mr. John F. Hunt 
of Chicago outlined a plan for a National Health 
Congress in which medicine, dentistry, nursing, 
and pharmacy would be represented as well as 
labor, industry, and agriculture. It was your dele- 
gate’s privilege to point out that a council of exactly 
this nature already is in existence in Rhode Island. 

The sessions of the House of Delegates were 
characterized by the usual long list of resolutions 
which were referred to reference committees, 
studied and reported back to the House for action. 
On December 3, Major General Hawley, Medical 
Director of the Veterans’ Administration, gave a 
clear and informative talk to the Delegates on the 
plans of his organization for the care of veterans. 
A summary of his address is appended +to this 
report. 

The following are, in the judgment of your dele- 
gate, the most important actions taken by the House 
of Delegates: 

Medical Care of Veterans — A resolution was 
adopted affirming support of the program of medi- 
cal care of veterans as expressed by General Haw- 
levy. Also, a resolution opposing service to veterans 
for non-service connected disabilities. 


Discharge of Physicians — A resolution request- 
ing the immediate discharge of all physicians from 


the armed forces who are not vitally needed was 
adopted. 

Children’s Bureau — A_ resolution that the 
A.M.A. petition the government to transfer the per- 
sonnel and facilities of the Children’s Bureau from 
the Department of Labor to the U. S. Public Health 
Service was adopted. 

E..M.1.C.— Disapproval was expressed in a 
resolution for the extension of the E.M.I.C. or 
enlargement of its benefits as proposed in the Pep- 
per Bill which was adopted. 

Compulsory Health Insurance — There was dis- 
approval in general of the principle of federally 
controlled compulsory health insurance and in par- 
ticular of the proposal of President Truman that 
such a program be instituted and of the same pro- 
gram as outlined in the latest Wagner-Murray- 
Dingell bill. The reasons for disapproval were 
stated as follows : 


1. The bill is “founded on the false assumption” that 
solution of the medical care problem “is a panacea 
for all the troubles of the needy.” 


. “This is the first step in a plan for general socializa- 
tion, not only of the medical profession, but of all 
professions, industry, business and labor.” 

. Experience in other countries shows that “inferior 
medical service results from compulsory health 
insurance.” 

. The program, “enormously expensive,” would in- 
o— taxes “for the entire population of the United 

tates.” 


. Voluntary prepayment plans, now sponsored by 
organized medicine in 24 states, “will accomplish all 
the objects of this bill with far less expense to the 
people,” and will provide “the highest type of medi- 
cal service without regimentation.” 


This disapproval was accompanied by approval 
of plans of hospital construction as explained in the 
Hill-Burton Bill. Disapproval was also officially 
expressed of the idea of widespread Government 
subsidy of research which would tend to limit the 
freedom of such research and to take it from the 
control of the universities. 


Voluntary Insurance Plans — Support of plans 
for voluntary prépaid medical insurance with aid 
to all states in maturing and perfecting such plans. 

Philippine Medicine — It was voted to send a re- 
quest to the Federal Administration to give to hos- 
pitals in the Philippines and to the University sur- 


plus army supplies as the need is very great. 
continued on page 61 


57 
3 
4 


vasoconstriction in minute 


In the treatment of nasal and sinus infections, 
Paredrine-Sulfathiazole Suspension... 


1. Affords‘more rapid, complete and prolonged shrinkage than that 
produced by ephedrine in equal concentration. Ventilation and drainage 
are promptly promoted and infected areas are quickly rendered 
accessible to the sulfathiazole. 

2. Provides prolonged bacteriostasis. Paredrine-Sulfathiazole Suspension 
covers the nasal mucosa with a fine. even frosting of free sulfathiazole, 
which does not quickly wash away, but keeps producing bacteriostatic acti 
hour after hour. (An objection to solutions of sodium sulfathiazole 

is the improbability of their remaining in contact with the mucosa long 
enough to be effective.) - 
Smith, Kline & French Laboratories—Philadelphia, Pa, 


PAREDRINE—-SULFATHIAZO 


3 Therapeutic 


§ 
‘ 
- 
: 
i 


ste 


age 


AMA HOUSE..OF DELEGATES MEETING 


REPORT OF MEETING OF AMA HOUSE OF DELE- 
GATES 


continued from page 57 

Internes and Residents — It was voted to re- 
quest information as to the future plans of the mili- 
tary authorities regarding internes and residents 
and to request that there be a more prompt approval 
of residencies by the Council and a general liberal- 
ization of policy. 

Plasma — There was an approval of the Red 
Cross plan to donate to civilian authorities dried 
plasma unused by the armed forces. 


Publicity — Disapproval was shown by a vote of 
106 to 61 of a resolution introduced by the Cali- 
fornia delegates that full-time paid employees of 
the A.M.A. be restricted in their activities to carry- 
ing on the work of their positions. This was frankly 
aimed at restricting the public utterances of Dr. 
Morris Fishbein. There was also disapproval of 
the resolutions introduced by California which 
would cause all official publicity to be funneled 
through the Council on Legislation and Public 
Relations. 


Miscellaneous Topics — The formation of a Na- 
tional Health Congress representing medicine, 
dentistry, nursing, pharmacy, agriculture, labor, 
and industry, already described as quite similar to 
the Health Council established in this state, was 
advocated. 

Dr. Roger Lee was installed as the new President 
and Dr. H. H. Shoulders, for many years speaker 
of the House was chosen as President-Elect. 
Among other officers, Dr. James R. Miller of Hart- 
ford was elected Trustee. 


It was decided to hold the next annual session 
at San Francisco, July 1-6, 1946. 


MEDICAL CARE OF VETERANS 


(Summary of address by General Hawley given be- 
fore the House of Delegates of the American Medical 
Association on December 3, 1945.) 

The Problem — To give a high standard of med- 
ical care to 20,000,000 veterans. After the last war 
there were 4,000,000. Medical care was of a low 
standard for the following reasons: A full-time 
medical corps was hurriedly organized, sometimes 
without proper check on the qualifications of its 
members ; the Medical Department was submerged 
under lay administrators ; civil service dictated the 
selection of the men and kept them in. The result 
was medical job holders and clock watchers. It is 
this old type of medical officer who now opposes 
the improvements contemplated by General Haw- 
ley. 

To care for 20,000,000 veterans with a full-time 
staff is quite impossible. Only with the help of 
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organized medicine can the problem be solved. 
There is heavy pressure being brought to bear by 
Congress to make the Veterans’ Administration 
take over the existing Army and Navy emergency 
hospitals. This is not practicable because they are, 
so many of them, located in the country where 
civilian medical help is not available, and it is on 
civilian medical help that the Veterans’ Administra- 
tion must depend. There are now only 23,000 med- 
ical officers available in the service and many wish 
to leave and are leaving. 


The new veterans’ hospitals will be staffed for 
the most part by part-time physicians who are in 
private practice. They will be set up where pos- 
sible in connection with medical schools and in 
other large centers without medical schools and 
will be organized with internships and residencies, 
and their teaching functions will be developed. 
very hospital will have an attending staff as in 
civilian general hospitals. 


The out-patient care of veterans presents an even 
greater problem. This will be worked out with the 
aid of organized medicine which to date has been 
most cooperative. Three plans have been developed 
so far. One is in operation in Monmouth County, 
New Jersey. It is set up with the aid and advice of 
the local medical society. There is also one in 
Michigan with the Michigan Medical Service, and 
one in Kansas with the state society. The Veterans’ 
Administration would like to deal with every state 
in the same way. 


General Hawley is committed to a program of 
procuring the best in American medicine for the 
veteran. He says, “If [ am not permitted to bring 
the best in American medicine to the veteran, I shall 
quit at once.” 


The State is the trustee of the Cash Sickness 
Fund. It can be used for no other purpose than to 

y benefits to our citizens who are unable to work 

ause of illness. This is a sacred trust and it be- 
comes our duty to safeguard the fund so that bene- 
fits may be paid promptly to those who are eligible 
for them. 

Various bills have been introduced at recent ses- 
sions of the legislature proposing certain changes 
in the present law. No definite action has been 
taken on these proposals because of objections 
made by certain well-meaning groups. I do not 
propose to discuss the wisdom of these objections, 
but I am convinced that they have been sincerely 
raised. 

For the purpose of safeguarding this fund in the 
public interest I recommend that the General As- 
sembly appoint a committee, or grant me the 
authority to appoint a commission, which will 
report to you on the proper changes to be made 
after a complete study. 


... Governor John O. Pastore, in his message 
to the Rhode Island General Assembly on 
January 2, 1946. 
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Simple language 


for “anorexia”... 
most common presenting | 
complaint 


in pediatrics. 


A special preparation such as ‘RYZAMIN-B’ 
NO, 2 is needed to meet the distinctive re- 
quirements of children when a fortified, 
natural B complex is indicated. Tasty, 
honey-like, rich ‘RYZAMIN-B’ NO. 2 may 
be made into a delicious spread with jam 
or peanut butter, may be dissolved in 


milk, fruit juice, or other beverages, or 


given directly from its special measuring 
spoon. Children enjoy the delicious taste. 

The potency and palatability of ‘ryza- 
MIN-B’ NO. 2, derived from natural sources 
as a concentrate of oryza sativa (Ameri- 
can rice) polishings fortified with pure 
crystalline B vitamins, make it a prepara- 


tion of choice for both young and old. 


TUBES OF 2 OZ. AND BOTTLES OF 8 OZ. Three grams daily provide: 
Vitamin By, (Thiamine Hydrochloride) 3 mgm. (1,000 U.S.P. Units); 
Vitamin By (Riboflavin) 2 mgm.; Nicotinamide 20 mgm. and other 
factors of the B compiex...Gram measuring spoon with each packing. 


K 


No.2 


with added thiamine hydrochloride, riboflavin, nicotinamide. 


ae BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 EAST 41ST STREET, NEW YORK 17 
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EDUCATIONAL OPPORTUNITIES FOR MEDICAL VETERANS AND 
OTHER INTERESTED PHYSICIANS AT RHODE ISLAND HOSPITAL 


At the request of the Committee on Postgrad- 
uate Education of the Rhode Island Medical 
Society the following statement has been prepared 
by the General Education Committee of the hos- 
pital. It is presented primarily for the benefit of 
those medical officers who are returning to civilian 
practice and who do not plan to take residencies or 
other staff positions. It is open to all registered 
physicians but where the number of visitors is 
limited preference will be given to men who have 
served in the armed forces. 

The exercises listed below are some of them 
open to physicians generally. In the case of others 
the number of visitors will be limited and these will 
be marked with an asterisk (*). In the case of 
activities so marked it will be necessary for the 
physicians who wish to attend to apply at the office 
of the Assistant Superintendent, Dr. Henry S. 
Joyce. 

Department of Medicine 
1. Medical Conference 

Weekly — Saturdays — 10:15-11:15 A. M. at 
Peters House Auditorium. The program consists of 
presentation and discussion of cases from the serv- 
ice, often chosen to illustrate particular conditions 
and problems in clinical medicine. At frequent in- 
tervals the value of these meetings is enhanced by 
the presence of eminent visiting clinicians from out 
of the state. 


2. Chief’s Rounds* 

Thursdays — Wards A and K — 10:00-11:30 
A. M.— Drs. Wing and Burgess. These rounds 
are intended for bedside study of important medi- 
cal problems on the ward services. They are con- 
ducted by the two physicians-in-chief alternating 
on the male and female wards. 


3. Thoracic Clinic* 

Thursdays — 11:30 A. M. — at Clinic Building 
~-Dr. DeWolf. This Clinic is carried on in col- 
laboration with the Departments of Surgery, 
Laryngology and Roentgenology. Patients suffer- 
ing from diseases of the respiratory system are 
examined and their problems discussed. 


4. Diabetic Clinic* 


Mondays and Fridays — 11:00 A. M. — Out- 
Patient Building. Out-patient care of diabetics. 


Note: Certain other clinics which have been 
limited or discontinued during the war will be re- 
established on a full peacetime basis in the near 
future and opportunities will probably be offered 
for a limited number of visitors to attend them. 
Among such clinics are those on allergy and on 
diseases of the gastrointestinal tract. 


Department of Surgery 
1. Surgical Grand Rounds* 

Fridays — 10:00 A. M.— Surgical wards — Dr. 
E. M. Porter: These rounds comprise a combined 
visit by both surgical services to all surgical wards 
and a critical discussion of the diagnostic and 
therapeutic surgical procedures in use. 


Department of Roentgenology 
1. Interpretation of films* 

Daily—X-ray laboratory—9 00-12 700 A. 
Drs. Martineau and Gerber. The daily study of 
routine films of patients from all the services of 
the hospital. 


2. Radiotherapy* 

X-ray laboratories — Dr. Batchelder. Modern 
methods of radiotherapy applied to hospital pa- 
tients. 


Department of Pathology 

1. Clinico-Pathological Conference 

Fourth Tuesday in the month — 12:00 noon — 
Peters House Auditorium. Given in collaboration 
with the Departments of Medicine and Surgery. 
Presentation of cases by clinicians, general discus- 
sion and then a presentation of autopsy findings 
with demonstrations of gross and microscopic evi- 
dence by the pathologists. 


2. Tumor Clinic* 

Wednesdays — 11:00 A. M. — Clinic Building 
— Conducted by the Departments of Pathology in 
collaboration with all the clinical departments of 
the hospital. Study and diagnosis and recom- 
mendations for treatment of patients referred to 
the Clinic by ward and out-patient services and 
private physicians. 


Other Departments 
The following departments of the hospital will 
also admit a limited number of qualified physicians 
continued on page 67 
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DISTRICT MEDICAL SOCIETY MEETINGS 


KENT COUNTY MEDICAL SOCIETY 

The annual meeting of the Kent County Medical 
Society was held at the Show Boat December 13. 
Dr. Leo Duquette, President, presided. The Secre- 
tary and the Treasurer, Dr. Joseph K. Harrop and 
Dr. John A. Mack, respectively, turned in their re- 
ports for the past year. 

The retiring President welcomed two members 
of the Society returned from war duty, Dr. Whit- 
man Merrill and Dr. Peter Erinakes. After com- 
menting on poor attendance throughout the past 
year, Dr. Duquette called for the report of the 
nominating committee. 

The report was made by Dr. Fenwick Taggart. 
Officers elected were: 

President: Whitman Merrill, M.D. 
Vice-President: Peter Erinakes, M.D. 
Secretary: Jeannette E. Vidal, M.D. 
Treasurer: John A. Mack, M.D. 
Delegate to R. I. Medical Society: 
Rocco Abbate, M.D. ; 
Censor: Fenwick Taggart, M.D. 
Council: Fenwick Taggart, M.D. 
Ethics: George Young, M.D. 
Trustee: George B. Farrell, M.D. 

Dr. Merrill rose to the presidency. | . 

New business on the docket was brought up by 
Dr. George Young who reported a meeting held 
two months ago at Dr. Hardy’s home concerning 
plans for a general hospital which would serve 
Kent County. After discussion by Drs. Merrill, 
Taggart, Mack, Hardy, Farrell, and Erinakes, Dr. 
Young moved that : 

. A committee representing Warwick, East 
Greenwich, West Warwick, and Coventry be 
formed to investigate the possibility of ele- 
vating a Memorial Hospital in Kent County 

2. Discussion of detail be left with said com- 

mittee 

. The committee be supplemented by local citi- 
zens of the four sectors 

. The committee be limited in number 

. The committee report every month 

. The name of the hospital be ‘Kent County 
Memorial Hospital. 

The motion was adopted. 


The nominations of Dr. George B. Farrell for 
West Warwick, Dr. Fenwick Taggart for East 
Greenwich, Drs. Charles Young and Arthur Hardy 
for Warwick, and Dr. Whitman Merrill for Coven- 
try were voted upon and accepted as the committee 
on hospital investiation. 


The meeting was adjourned at 6:15 on the mo- 
tion of Dr. Mack. Dinner was served. 

Members present, 14; guests, 2. 
JEANNETTE E. Secretary 


PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held at the Rhode Island Medicai 
Library, Monday, December 3, 1945. The meeting 
was called to order at 8:45 p. m. by the President, 


Dr. B. Earl Clarke. The minutes of the previous 
continued on page 67 


WHITMAN MERRILL, M.D. 
of Washington, R. 1. 


Recently released as Lt. Comdr, in the U. S. Naval 


Reserve) 


PRESIDENT ofthe 
KENT COUNTY MEDICAL SOCIETY, 1946 
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octor—Judge 


HILIP Morris suggests you judge .. . from 
the evidence of your own personal obser- 


vations . . . the value of PHILIP Morris Ciga- 


rettes to your patients with sensitive throats. 


PUBLISHED STUDIES* SHOWED WHEN SMOKERS 
CHANGED TO PHILIP MORRIS SUBSTANTIALLY EVERY 
CASE OF THROAT IRRITATION DUE TO SMOKING 
CLEARED COMPLETELY, OR DEFINITELY IMPROVED. 


But naturally, no published tests, no matter 
how authoritative, can be as completely con- 


vincing as results you will observe for yourself. 


PHILIP MORRIS 


PHILIP MORRIS & CO., LTD., INC. 
119 FIFTH AVENUE, NEW YORK, N. Y. 


*Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154. 
Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60. 


TO THE DOCTOR WHO SMOKES A PIPE: We suggest an unusually fine new blend — 
CouNTRY Docror Pipe MIXTURE. Made by the same process as used in the manufacture of 


Philip Morris Cigarettes. 
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continued from page 65 
ineeting were read by the Secretary and approved 
hy the Association. Since there were no applica- 
tions for membership and no other business, Dr. 
Clarke immediately introduced the speaker of the 
evening, Dr. George W. Waterman, Chief of the 
Department of Gynecology at the Rhode Island 
Hospital. 

Dr. Clarke discussed the histological changes in- 
Practical Aspects of the Sterility Problem.” His 
paper reported on 240 cases seen in private practice 
during the years 1938 to 1944. Dr. Waterman re- 
viewed the important discoveries in the field of 
female endocrinology as applied to the reproductive 
function. He mentioned several valuable tests 
which may be done to prove the normality of vari- 
ous factors in the hormonal cycle. Some of these 
tests are too difficult or complicated to apply rou- 
tinely. An endometrial biopsy taken a few hours 
after the onset of menstrual bleeding furnishes in- 
formation from which the presence or absence of 
a normal monthly cycle can be determined. 


Dr. Clarke discussed the histological changes in- 
volved in various structures. He showed many 
beautiful and instructive colored slides illustrating 
his remarks. In discussing the determination of the 
time of ovulation, Dr. Waterman expressed the 
opinion that the daily recording of basal tempera- 
ture taken before arising in the morning is of strik- 
ing value in determining the time of ovulation. He 
also commented favorably upon the Rubin Test as 
a diagnostic and therapeutic measure in dealing 
with tubal patency. 


Dr. Martineau discussed the X-ray aspects of the 
problem, particularly the diagnostic and therapeutic 
value of lipiodol injection of the uterine cavity and 
the tubes. 


In summing up, Dr. Waterman stated that it is 
difficult to properly evaluate the results of treat- 
ment in cases of sterility. In his series, proper 
follow-through was obtained in 190 cases. Of 
these, 65 women, or about 33 per cent, became preg- 
nant. This is about an average result as compared 
with other statistics. Dr. Waterman called atten- 
tion particularly to the fact that of 65 women who 
had a low basal metabolic rate and received thyroid 
treatment, 43 per cent became pregnant. 


Questions were asked by Dr. Corvese and Dr. 
Cameron. 


Collation was served. Attendance—64. 


Respectfully submitted, 
FRANK W. Dim itt, M._D., Secretary 
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continued from page 63 
to certain of their regular department activities. 
Interested physicians should apply to the office of 
the Assistant Superintendent, Dr. Joyce. 


Chief 
Gynecology Dr. Waterman 
Neurosurgery Dr. Pickles 
Neurology Dr. McDonald 
Pediatrics Dr. Buffum 
Orthopedics Dr. Harris 
Fracture Dr. Harris 
Otolaryngology Dr. Sargent 
Ophthalmology Dr. Messinger 
Dermatology Dr. Sawyer 
Cardiology Dr. Fulton 
Physical Medicine Dr. Magill 


Department 


It is the earnest hope of the hospital that it may 
be privileged to give all reasonable assistance to 
those of our returning medical officers who can 
benefit by its aid. 


RADIONIC 
HEARING AIDS 


There are three models of Zenith 
Hearing Aids—designed for unusual 
power, comfort in wearing, and gen- 
uinely attractive appearance. 


$40. and $50. 


We are equipped to make impres- 
sions of the patient’s ears, $6.50 
complete. 


FOURTH FLOOR 


TildenThurber 


PROVIDENCE 
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PENICILLIN SCHENLEY CONTROL 
here... 


here 


et the Schenley Laboratories, 
a system of control of vast pro- 
portions insures maximum 
purity, potency, and pyrogen- 
freedom for the end product 
which bears the label Penicillin 


Schenley. 
SCHENLEY LABORATORIES, INC Since its production is safe- 
Producers of Penicillin Schenley guarded with such skill and 
Executive Offices: precision at every step, mem- 


350 Fifth Avenue, New York City 
bers of the medical profession 


can feel the greatest confidence 
when they specify Penicillin 
Schenley. 


Your Local Distributor for PENICILLIN SCHENLEY is: 


Providence---THE CLAFLIN CO. 
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RHODE ISLAND MEDICAL SOCIETY, NECROLOGY, 1945 


JOSEPH DeVERE BARBER, ™.., was born 
in Hopkinton, Rhode Island, on March 3, 1871. 
In 1893 he received his degree from P. & S. Colum- 
bia Medical College.. He was a member of the 
Washington County Medical Society and a fellow 
of the Rhode Island Medical Society. Dr. Barber 
died July 27, 1945. 


HARRY BROADMAN, M.v., was born in 
1883. He attended Temple College and received 
his medical degree in 1910 from the Jefferson Med- 
ical College of Philadelphia. On June 3, 1913, he 
was admitted to fellowship in the Providence Med- 
ical Association and in 1916 he joined the Rhode 
Island Medical Society. Dr. Broadman died March 
5, 1945. 


CARL ROSWELL DOTEN, M.v., was born 
in Portland, Maine, on November 14, 1877. He 
attended Bowdoin College and received his medical 
degree in 1900. He was admitted to fellowship in 
the Providence Medical Association in February, 
1903, and to the Rhode Island Medical Society in 
1902. Dr. Doten died on April 21, 1945. 


WILLIAM HINDLE, M.v., was born in Provi- 
dence on February 28, 1876. He graduated from 
Georgetown in 1899 and received his medical de- 
gree from Harvard Medical School in 1903. He 
was admitted to fellowship in the Providence Med- 
ical Association in April, 1905, and in the Rhode 
Island Medical Society in 1905. Dr. Hindle died on 
July 26, 1945. 


DOUGLAS P. A. JACOBY, M.D., was born 
in 1873 in South Whitehall, Pennsylvania. He 
studied medicine at Ohio State University. Dr. 
Jacoby was a member of the Newport County Med- 
ical Society and the Rhode Island Medical Society. 
He died August 27, 1945. 


RAYMOND LUFT, M.v., was born on No- 
vember 16, 1904, in Jersey City, New Jersey. He 
attended Rhode Island State College, receiving his 
B.S. in 1926, and McGill University where he re- 
ceived his medical degree in 1934. He was a past 
president of the Kent County Medical Society, and 


he joined the Rhode Island Medical Society in 
1939. Dr. Luft died June 23, 1945. 


FRANCIS HENRY McCAFFREY, m.., 
was born April 12, 1913, at Cranston. He received 
his B.S. degree from Providence College in 1936 
and his medical degree from the University of St. 
Louis on June 4, 1940. Dr. McCaffrey was ad- 
mitted to the Providence Medical Association in 
October, 1942, and to the Rhode Island Medical 
Society in October, 1943. He died July 21, 1945. 


WILLIAM SYLVESTER STREKER, 
was born October 11, 1885, in Providence. He was 
graduated from Jefferson Medical College in 
1908. Dr. Streker was a past president of the Provi- 
dence Medical Association, and he became a fellow 
of the Rhode Island Medical Society in 1912. He 
died July 8, 1945. 


BERNARD LeROY TOWLE, M.v., was born 
in Malden, Massachusetts, on September 13, 1876. 
On June 23, 1897, he received his medical degree 
from Maine Medical College. He was a past presi- 
dent of the Pawtucket Medical Society, and became 
a fellow of the Rhode Island Medical Society in 
1898. Dr. Towle died on February 6, 1945. 


MICHAEL EDWARD VANCE, M.v., was 
born April 6, 1870, in Pawtucket. He attended 
New York University and Bellevue where he re- 
ceived his medical degree on May 7, 1895. Dr. 
Vance was a member of the Pawtucket Medical 
Society, and in 1916 he was admitted to fellowship 
in the Rhode Island Medical Society. He died on 
May 5, 1945. 


MILTON KORB, M.v., was horn in Provi- 
dence on September 23, 1910. In 1939 he gradu- 
ated from the University of Columbia Medical 
School, and he studied neurology as a fellow of 
Harvard Medical School for a year. Dr. Korb be- 
came a member of the Providence Medical Associa- 
tion in January, 1942, and a fellow of the Rhode 
Island Medical Society in January 1943, Dr. Korb 
died December 29, 1945. 
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NEUROPSYCHIATRIC TREATMENT AVAILABLE TO VETERANS 


OUTPATIENT NEUROPSYCHIATRIC TREATMENT AVAILABLE 
TO VETERANS IN RHODE ISLAND 


(As of January 1, 1946) 


FOR SERVICE CONNECTED VETERANS 

A veteran has a service connected disability if it 
has been adjudicated a disability which has been 
adjusted by the Veterans Administration as in- 
curred in or aggravated by military service. 


Eligibility for neuropsychiatric out patient 
treatment by the Veterans Administration 
A veteran is eligible for neuropsychiatric out- 
patient treatment if he is service connected for a 
neuropsychiatric disability or if his neuropsychia- 
tric condition is adjunct to another service con- 
nected disability. 


Determination of eligibility 
Service connected status may be determined by 


. Asking the veteran whether he is receiving a 
pension for a neuropsychiatric disability. 

. Asking the veteran whether he has a letter in 
his possession from the Veterans Administra- 
tion informing him that his neuropsychiatric 
claim has been allowed. 

. Making inquiry at the following Veterans 
Administration offices : 


Regional Office, Providence, R. 1. 
Contact Division, 100 Fountain Street ; 


Tel. GAspee 3475 


Local Contact Offices 


Newport, Room 256, Federal Building ; 
Tel. Newport 1469 


Pawtucket, 35 High Street ; Tel. Blackstone 2972 
IV’arren, Post Office Building ; Tel. Warren 1466 


Warwick, Room 15-16, City Hall, Apponaug, 
R. I.; Tel. Greenwood 2016 


I’esterly, Washington Trust Building, 23 Broad 
St.; Tel. Westerly 5335 


oonsocket, Stadium Building, 
Tel. Woonsocket 5745 


Medical and psychiatric examinations to deter- 
mine type of therapy indicated in individual cases 
are made at the Regional Office or by fee basis psy- 
chiatrists designated by the Veterans Administra- 


tion. 
continued on page 75 


FOR NON-SERVICE CONNECTED 
VETERANS 

A veteran’s disability is considered non-service 
connected when his service records do not make out 
a prima facie case of service connection or when he 
has been unable to introduce complete material 
evidence to substantiate his claim that the physical 
or mental condition was incurred in or aggravated 
by military service. Pending adjudication of a claim 
for a neuropsychiatric condition, a veteran’s dis- 
ability is not considered service connected. He 
therefore is not eligible for neuropsychiatric out- 
patient treatment from the Veterans Administra- 
tion until such time as his claim is allowed. 
Eligibility for Neuropsychiatric Outpatient 

Treatment 

Any non-service connected veteran living in the 
State of Rhode Island is eligible for treatment or 
referral for treatment as offered by the following: 


1. State Vocational Rehabilitation Division 
Address: 205 Benefit Street, Providence, R. I. 
Telephone: GAspee 1410 ; ask for Supervisor, 
Division of Rehabilitation. 


Services Available: 
Complete vocational rehabilitation services, 
which may include psychiatric treatment by 
an approved psychiatrist or outpatient neu- 
ropsychiatric clinic. 

Eligibility: 
Veterans with remediable physical or med- 
ical employment disabilities are given voca- 
tional rehabilitation services to make them 
employable. Medical treatment is limited 
to those whose disabilities are not acute and 
who are considered likely to respond to a 
limited amount of treatment. Fees will be 
adjusted to meet the individual need. 


. The Neuropsychiatric Outpatient Clinic of 
the Charles V. Chapin Hospital 
Address: Eaton Street, Providence, R. I. 
Telephone: DExter 7400; ask for Psychiatric 
Social Worker 
Clinic Days and Hours: Monday and Friday 


mornings from 9:00 a. m.; by appointment 
continued on page 75 


Serious local infections such as cellulitis due to hemo- 
lytic streptococcic infections—with or without bactere- 
mia—respond rapidly and dramatically to Penicillin. 

Initial dosage of 15,000 to 20,000 units is advised. 
Constant intravenous injection of an isotonic sodium 
chloride solution follows, allowing administration of 
5,000 to 10,000 units every hour, or 120,000 to 240,000 
units in a twenty-four hour period. If this method 
is found inadvisable, 20,000 to 40,000 units may be 
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in CELLULITIS 


injected intramuscularly every three or four hours.* 
Bristol Penicillin, because of its low toxicity and 
freedom from pyrogens, its absolute sterility and stand- 
ard potency, provides dependable therapeutic action. 
For additional current literature on the clinical 
uses of this potent antibiotic, refer to your issues of 
the BRISTOL PENICILLIN DIGEST. 


*Keefer C. S. et al.: New Dosage Forms of Penicillin, J.A.M.A. 128: 1161 
(Aug. 18) 1945. 


Other products of Bristol Laboratories include high-type paren- 
teral medications such as Epinephrine Hydrochloride, Liver In- 
jection, Estrogenic Substance in Oil, and Phenobarbital Sodium. 


BRISTOL 


: LABORATORIES 
INCORPORATED 


SYRACUSE 1, NEW YORK 
Formerly Cheplin Laboratories Inc. 
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PSYCHIATRIC TREATMENT FOR VETERANS 


For Service Connected Veterans 
continued from page 73 


Outpatient Treatment, Including Emergency 
Treatment, is Available as Follows: 
. Psychiatrist at the Regional Office* 
. Fee basis psychiatrist 
. Neuropsychiatric outpatient clinics under con- 
tract with the Veterans Administration (see 
below) 
. Fee basis physician (if Regional Office or psy- 
chiatrist too distant from the veteran’s home). 
Location of Above Services 
1. Veterans Administration, Regional Office, 
Providence, R. 1. 
Address: Medical Division, Post Office Annex 
Telephone: Gaspee 3475 ; ask for Chief Med- 
cal Officer 
Day and Hours: 8:00 to 4:30, Mon.-Fri. ; 
8:00 to 12:00 on Sat. 


. Neuropsychiatric Outpatient Clinic of the 


Charles V. Chapin Hospital (under contract) 


Address: Eaton Street, Providence, R. I. 
Telephone: Dexter 7400 

Appointments: Original appointment must be 
made by Chief Medical Officer, Veterans Ad- 
ministration Regional Office (Tel. GA. 3475) 
Clinic Days and Hours: Tuesday mornings by 
appointment. 


. Butler Hospital Outpatient Service (under 
contract) 
Address: 305 Blackstone Boulevard, Provi- 
dence, R. I. 


Telephone: GAspee 3456 

Appointments: Original appointment must be 
made by Chief Medical Officer Veterans Ad- 
ministration Regional Office (Tel. GA. 3475) 
Clinic Days and Hours: Monday, Wednesday 
and Thursday 9:00-4:00; Tuesday evening 
7 :00-10:00. By appointment. 


4. Fee Basis Physicians and Psychiatrists 
For name and location of the above, telephone 
Regional Office or local Contact Office. 


Medical Data: An abstract of the veteran’s med- 
ical record will be supplied by the Regional Office 
prior to first appointment. 


Fees: There is no charge to service connected vet- 
erans for outpatient treatment. Expenses author- 
ized by Veterans Administration include neces- 
sary travel and meals. 


*A mental hygiene clinic is to be established as soon as 
qualified personnel becomes available. 
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PSYCHIATRIC TREATMENT FOR VETERANS 


For Non-Service Connected Veterans 
continued from page 73 


Medical Data: 
The referring physician is requested to 
send in medical data on veteran prior to 
appointment. 
Eligibility: 
Any non-service connected veteran who is 
living in Rhode Island and who cannot 
afford the services of a private physician. 
Fees: 
A charge is made of 25c per visit in addition 
to a charge of 25c for the clinic card on the 
first visit. There is a variable charge for 
X-rays, medicines, etc. 


. Butler Hospital Outpatient Service 

Address: 305 Blackstone Boulevard, Provi- 
dence, R. I. 

Telephone: GAspee 3456; ask for Chief of 
Outpatient Service 

Days and Hours: Monday, Wednesday and 
Thursday ; 9:00 to 4:00. Tuesday evening 
7:00 to 10:00. By appointment. 

Eligibility: Any non-service connected vet- 
eran is eligible. 

Fees: In accordance with ability to pay. 


ALKALOL 


as its name implies is alkaline. 

Its alkalinity, salinity and saline con- 
tent are approximately those of the 
blood. 


Used in the treatment of mucous 
membranes and irritated tissues it 
is therapeutically correct. 


ALKALOL is non-toxic and does not irri- 
tate even inflammed membranes, 
yet it is notably soothing, cooling 
and effective. 


% 
1896 - 1946 
THE ALKALOL COMPANY 
TAUNTON, MASS. 


% 


Samples to the Profession 
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Not for just a year 


Recognition of rickets in 46.5% of children between 
the ages of two and 14 years' has demonstrated the 
necessity for vitamin D supplementation, not for 
just a year, or for infancy alone, but throughout childhood 


and adolescence—as long as growth persists. 


Upjohn makes available convenient, palatable, high 
potency vitamin preparations derived from natural 
sources, in forms to meet the varied clinical require- 


ments of earliest infancy through late childhood. 


FIGHT INFANTILE PARALYSIS 
JANUARY 14-31 


PHARMACEUTICAL SINCE 186856 
Kalamazoo 99, Michigan 
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TUBERCULOSIS IS PREVENTABLE 


TUBERCULOSIS IS PREVENTABLE 


(Abstracts from the address by U. S. Senator Theodore Francis Green of Rhode 
Island at the 40th anniversary celebration of the Rhode Island State Sanatorium 


at Wallum Lake, October 28, 1945) 


Freee: properly designated “the white 

plague,” is preventable ; yet last year, 1944, 279 
Rhode Island citizens died of tuberculosis. Death, 
hy some deep instinct, is most repellent to the 
human race. So is it not strange that the com- 
munity looks with complacency upon the death of 
nearly 300 of its citizens when we know that these 
deaths are unnecessary ? 

Leading public-health officials are agreed that 
tuberculosis can be wholly eradicated within the 
borders of the continental United States within the 
next 25 years, and that there are four necessary 
steps to this end. 

The first is early detection and isolation. 

Periodically every individual in the community 
should be given a TB diagnosis by a free chest film. 
At the present time, the United States Public 
Health Service is planning a comprehensive pro- 
gram for early detection of tuberculosis. This pro- 
gram is under Dr. Hilleboe of the United States 
Public Health Service. This case-finding will be 
achieved by the use of modern portable X-ray 
equipment in charge of a staff of technicians. I 
understand that Rhode Island will participate in 
this program through funds made available to the 
department of public health by the Federal Gov- 
ernment. 

The second step is a thorough-going program of 
public education. 

In 1936 Rhode Island had the highest incident 
of death from this disease of any New England 
State. It has now been reduced to a point where we 
are below the national average. Constructive pub- 
lic-health work and education are responsible for 
this progress. I call your attention to what was done 
by the public health department of New York City. 
... The need for greater education at public ex- 
pense is indicated by the fact that nearly 53,000 
men and women died of tuberculosis every year in 
the United States. The economic loss alone, not to 
count the human misery, is sufficient to call for a 
national crusade. 

The third step is the removal of sources of in- 
fection. 

The city slums and in many of our large cities, 
highly unsanitary factory lots and antiquated build- 


ings account for a terrific toll. Ina Federal pamph- 
let put out by the Federal Works Administration 
on postwar urban redevelopment, it is shown that 
blighted districts in our cities Comprise about 20 
percent of the metropolitan residential areas. This, 
however, is but part of the story. These blighted 
residential areas housing one-third of the popula- 
tion, account for 45 percent of the major crimes ; 
55 percent of the juvenile delinquency ; 50 percent 
of all arrests; 35 percent of fires; 45 percent of 
cities’ service costs ; and what is especially interest- 
ing to us here today 60 percent of tuberculosis vic- 
tims in the United States and 50 percent of all 
types of disease. 

We can no longer tolerate slums and other 
blighted areas. The Congress of the United States 
has done much to develop a public-housing pro- 
gram.... 

The fourth step is: Basic scientific research. 


It is surely an indictment of our society when we 
find that before the war less than one-third of 1 
percent of the national income was devoted to 
scientific research. 

We need only to consider the $2,000,000,000 ex- 
penditure on the atomic bomb to realize the untold 
potentialities, if we organize an integrated, thor- 
oughgoing program of scientific research, sup- 
ported by public funds. 

Just as the atomic bomb has opened up vast 
vistas on the horizon of the future for unlimited 
power devoted to peace as well as war, there are 
even greater vistas on the horizon in the social sci- 
ences. I include the great science of medicine, and 
especially the growing science of biochemistry. The 
discovery of penicillin by the biochemists has al- 
ready saved many more lives than the atomic bomb 
has destroyed. As you know, the sulfa group of 
drugs has, to a large extent, reduced the menace of 
pneumonia and other pulmonary diseases. These 
discoveries in the field of biochemistry are all new. 
There is every reason to believe that with a proper 
amount of money devoted to scientific research, in 
a few years’ time, we shall find something like peni- 
cillin which will at an early stage attack and destroy 
the tubercular bacilli and with that the terrible men- 
ace of the white plague. 
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A THERAPEUTIC FORMULA 
FOR VITAMIN DEFICIENCIES 


A THERAPEUTIC VITAMIN FORMULA 
Daily dose of 3 CAPSULES contains: 


Vitamin 30,000 U.S.P. Units” 
Thiamine (B,). 30 mg. 
Riboflavin (B,) .. 15 mg. 
Niacinamide 150 mg. 
Pyridoxine (B, 3 mg. 


Calcium Pantothenate. 15mg. 
Ascorbic Acid (C) 300 mg. 

3, 000 U.S.P. Units 
— (E) 30 mg. 


_ HYPERVITAM* embodies 2 basic principles 
in the therapy of vitamin deficiencies: 


1. MORE COMPLETE FORMULA—vitamin deficiency symptoms are almost 
always multiple, rarely single. 


EXCEPTIONALLY HIGH POTENCIES—vitamin deficiency diseases should 
be treated with intensive dosage ...in divided doses for maintaining 
more uniform blood levels. 


U. S. VITAMIN CORPORATION 


1936—with multiple vitamin-mineral diet sup- 1943—with aqueous preparation combining 
plement—VI-SYNERAL fat- and water-soluble vitamins — 
VI-SYNERAL VITAMIN DROPS 
1940—with injectable preparation of Vitamin 1945—with therapeutic vitamin formula— 
B complex factors—POLY-B SPECIAL HYPERVITAM, 


*Trade Mark Reg. U S. Pat. Off. 
Available in soft gelatin oval capsules, in bottles of 30, 90 and 500 
PROFESSIONAL SAMPLES AND LITERATURE AVAILABLE 


U. S. VITAMIN CORPORATION, NEW YORK 17, N. Y. 
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